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: Tablets, pediatric suspensions, drops, 1.M. and |.V. ampoules. 


you can count on cooperation when you use. S 


When you prescribe SUSPENSION CHLOROMYCETIN PALMITATE for sick youngsters, no 
tears or tantrums at medicine time threaten your dosage schedule. Children readily accept this 
tempting, custard-flavored preparation of CHLOROMYCETIN (chloramphenicol, Parke-Davis). 
Succeeding doses are taken as readily as the first, because SUSPENSION CHLOROMYCETIN 


PALMITATE is easy to swallow and leaves no unpleasant aftertaste. 


To simplify therapy still further, SUSPENSION CHLOROMYCETIN PALMITATE does not 
require refrigeration and may be kept conveniently in the sickroom. Its liquid form enables 


flexibility of dosage easily. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 
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@ Suspension 


Palmitate 


pleasant-tasting Chioromycetin for pediatric use 


Supplied: susPENSION CHLOROMYCETIN PALMITATE, containing 
the equivalent of 125 mg. of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 


$0030 


PARKE, DAVIS & COMPANY petroit 32, MICHIGAN 


=| 
cA 


VIRGINIA MEDICAL MONTHLY 


(Founded by Landon B. Edwards. M. D., April 1874) 


PUBLISHED MONTHLY BY THE MEDICAL SOCIETY OF VIRGINIA 


EDITORIAL BOARD 


Harry J. WartHEN, M.D. 


Chairman and Editor 


WynpHaM B. Bianton, M.D. 


Ennion S. M.D. 


Lewis H. Bosuer, Jr., M.D. 


E. Cato Drasu, M.D. 


Hucu H. Trout, Jr., M.D. 


James L. Hamner, M.D. 


C. V. Cimino, M.D. 


R. Beckwitha, M.D. 


A. Brown_Ley Hopces, M.D. 


E, Spencer WATKINS 
Managing Editor 
1105 West Franklin Street 


Richmond 20, Virginia 


Annual Subscription—$2.00 


Single Copies—25¢ 


TABLE OF CONTENTS 
GUEST EDITORIAL 


Super (? ? ?) Aspirins—Oscar Swineford, Jr., M.D.---- 483 
ORIGINIAL ARTICLES 
Time for Re-appraisal—James P. King, M.D.-----.---- 485 
The Impact and Effect of the International Labor Organ- 
ization Upon World Affairs—William L. McGrath___ 487 
You and the Health Insurance Council— 
“Dizziness” as a Patient Complaint— 


Indeterminate or Low T Waves—Nathan Bloom, M.D. and 

Clinical Evaluation of Atarax—Milton Ende, M.D.-----~ 503 
Volvulus of the Small Bowel— 


Armistead M. Williams, M.D.__.._.__________-_- 506 
Bronchial-Pancreatic Fistula—C. I. Sease, M.D._-----.-- 510 
Osteoma of the Frontal Sinus—Santo Cerri, M.D., and 
PUBLIC HEALTH 

MENTAL HEALTH 

Internships in Abnormal Psychology__---.------------- 524 
PUBLIC RELATIONS 

What's Cookine'in Medical’ PR = $25 

County Society Onicers” Comterence: 52 / 
EDITORIAL 

A Man You Should Know—Your New President___~_—__~-~ 531 


SHORT SUBJECTS—Let’s Reminisce, 484; ““The March of Med- 
icine’, 492; Films Available, 495; Monthly Report of Bureau 
of Communicable Disease Control, 502; Heart Massage, 505; 
More for Hospital Care, 513; Tuberculosis in Elderly Patients, 
516; Mortality from Tuberculosis, 516; Reduce Baby Mix-Up, 
522; Study Patient as a Whole, 527; Graduate Training, 529 


The Monrucy is not responsible for the opinions and statements of its contributors. 


All advertisements are accepted subject to the approval of the Editorial Board. 


Second-Class Mail privileges authorized at Richmond, Virginia. INDEX TO ADVERTISERS—Page 56 


4 


VIRGINIA MeEpIcAL MONTHLY 


: 


Meat... 


Good Nutrition and 
Endocrine F unctioning 


Maintenance of homeostasis attuned to health de- 
volves upon good nutrition and normal functioning of the enzyme 


and endocrine systems.'’’ Conversely, by impairing vital activities 
of the endocrines, poor nutrition can seriously disturb production of 
hormones needed to regulate metabolic processes. 

Intense and prolonged deficiency in essential nutrients and food 
energy depresses pituitary, gonadal, and other endocrine activity, 
leading to subnormal physiologic states. Clinical studies exposing 
male volunteer subjects to a semistarvation diet produced symptoms 
resembling those of various endocrine dysfunctions.’ Since the pitui- 
tary and other hormones are protein in nature, it appears logical to 
assume that protein nutrition plays an important part in their 
synthesis.* 

Meat, by supplying valuable amounts of high quality protein, 
B vitamins, essential minerals, and fat containing unsaturated fatty 
acids, contributes importantly to any role that good nutrition may 
play in the maintenance of the endocrines, their functioning, and 
the production of hormones. 


1. Ralli, E. P., and Dumm, M. E.: The Hormonal Control of Metabolism, in 
Wohl, M. G.: Modern Nutrition in Health and Disease, Philadelphia, Lea 
and Febiger, 1955, pp. 57-74. 


nN 


. McHenry, E. W.: Nutrition and Endocrine Function, Borden’s Review of 
Nutrition Research, 76:17 (Mar.-Apr.) 1955. 

3. Ershoff, B. H.: Conditioning Factors in Nutritional Disease, Physiol. Rev. 
28:107 (Jan.) 1948. 

4. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The 
Biology of Human Starvation, Minneapolis, University of Minnesota Press, 
1950. 

5. Samuels, L. T.: Progress in Clinical Endocrinology, New York, Grune and 

Stratton, 1950, p. 509. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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anxiety is part of every illness 


In physical sickness... 


anxiety 
In anxiety... 
Supplied: Tablets, 400 mg., 
bottles of 50. 
Usual Dose- 1 tablet, t.i.d. 
v4 MEPROBAMATE 


(2-methy!-2-n-propyl-1,3-propanediol dicarbamate) 
licensed under U.S.Patent No. 2,724,720 

Phitadeiphiat,Pa. anti-anxiety factor with muscle-relaxing action 
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Brings 
> new certainty to 
antibiotic therapy 
particularly for the | 

90% of patients 
® treated in home 4 


*TRAVEMARK 
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0 OLEANDOMYCIN TETRACYCLINE : 


a new maximum 
in therapeutic 
effectiveness 


your 
entire 


a new maximum 
in protection 
against 
resistance 

a new maxunum 


in safety and 
toleration 


multi-spectrum 
synergistically 
strengthened 


OLEANDOMYCIN TETRACYCLINE 


— 


patient \ 


population 


\ 


new certamty 


in antibiotic therapy, 
particularly for 

the 90% of patients 
treated at home 

and in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
is now available in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. RACEMARK 


| | 
| 
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superior control 

of infectious disease through 
superior control of the 
changing microbial population 


cin 


A synergistically strengthened multi-spectrum antibiotic 


Sigmamycin is a new antibiotic formula- 
tion providing: (1) the unsurpassed broad- 
spectrum activity of tetracycline, the 
outstanding broad-spectrum antibiotic 
discovered and identified by Pfizer; (2) the 
action of oleandomycin, the new antimi- 
crobial agent which combats those strains, 
particularly among staphylococci, now re- 
sistant to tetracycline and other antibiotics. 


Sigmamycin embodies a new concept in 
the use of antibiotics, for with this new 
synergistically active preparation, the 
development of refractory pathogens and 
their emergence as important sources of 
superinfection are more fully controlled. 


New superior safety and toleration— 
Sigmamycin brings to antibiotic therapy 
new superior safety, new unexcelled tol- 
eration because: (1) tetracycline, an out- 
standingly well-tolerated antibiotic, is 
formulated with oleandomycin, also 
known to be remarkably free of adverse 
reactions; (2) the synergism between 
oleandomycin and tetracycline enhances 
antimicrobial potency. 


Dosage: | to 2 capsules q.i.d. 


Supplied: Capsules, 250 mg. (oleandomy- 
cin 83 mg., tetracycline 167 mg.) Bottles 


of 16 and 100. 


“TRADEMARK 


Prizer LasoraTories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Tetracycline Lederle 


for prophylaxis and treatment of 


Posner and his colleagues! have reported on 
the use of tetracycline (ACHROMYCIN) in 96 
cases of obstetric complications, including 
unsterile delivery, premature rupture of the 
membranes, endometritis, parametritis, and 
other conditions. They conclude that this 
antibiotic is ideally suited for these uses. 


Other investigators have shown ACHROMYCIN 
to be equally useful in surgery and gynecology 
and virtually every other field of medicine. 
This outstanding antibiotic is effective against 
a wide variety of infections. It diffuses and 
penetrates rapidly to provide prompt control 
of infection. Side effects, if any, are negligible. 


Every gram of ACHROMYCIN is made in 
Lederle’s own laboratories and offered only 
under the Lederle label—your assurance of 
quality. It is available in a complete line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITA- 
MINS. Attacks the infection, bolsters the 
patient’s natural defenses, thereby speeds 
recovery. Especially useful in severe or pro- 
longed illness. Stress formula as suggested by 
the National Research Council. 

SF Capsules, 250 mg. 

SF Oral Suspension, 125 mg. per tea- 

spoonful (5 cc.) 


For more rapid and complete absorp- 
tion. Offered only by Lederle! 


filled sealed capsules 


1Posner, A. C., et al.; Further Observations on the Use of Tetra- 
cycline Hydrochloride in Prophylaxis and Treatment of Obstetric 
Infections, Antibiotics Annual 1954-55, pp. 594-598. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


REG. U.S. PAT. OFF 


PHOTO DATA: SPEED GRAPHIC CAMERA 


F.16, 1/50 SE ROYAL PAN FILM 
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* 
Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 


insurance problems makes the local AMERICAN HEALTH 
AGENT a valued “Doctor’s Aide.’’ 


Because he is a specialist who focuses his attention on | 
Health Insurance, the local American Health Agent has won a 
position of friendship and trust. 


As a career agent in his chosen field, it is his purpose to serve 
both Doctor and patient as a true “‘friend in need”’ at all times, 
with prompt settlements, efficient service, and a sympathetic 
understanding of the problems of the medical profession. 


Complete 


Local Service| American Health 


In 


Wour INSURANCE CORPORATION 


FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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for the 
elephantine § 
appetite, 
give 
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“will power 


by mouth” 


tablets extentabs” {Robins} 


Qn 
Robins 


Methamphetamine 3.33 mg. 10.0 mg. 
Phenobarbital 21.6 mg. (1/3 gr.) 64.8 mg. (1 gr.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


an effective psycho-normalizer, 
to curb the emotionally spurred appetite 


Methamphetamine for central nervous stimulation (more 
potent than amphetamine) * with phenobarbital control, in 
optimal ratio * as plain Tablets — or as Extentabs®, 

that work all-day on a single dose 


ees 
x 4 3 
a each Tablet Extentab 


goods» 
response 


in 79% of cases* 


of Psoriasis 


when treated in controlled 
tests as a manifestation 
of disordered metabolism, 
A by administration 
of Entozyme 
. * 
Robins cme 2 


79:437, 1953, 


TABLETS | 


(Comprehensive Digestive 
Enzyme Replacement ) 


— j “eee” 

A. H. ROBINS CO., INC. 
RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Meri 


In each tablet: 
Pepsin N.F............. 250 mg. 
ng in gastric-soluble coating 


Ri 
* é 
i. 
obins 
tin US.P.. 300 mg. 
Salts .............. 150 mg. 
in enteric-coated core 
/ 
4 


The Best Tasting 
Aspirin you can prescribe. 


The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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METRETON 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, MetrETon 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin C~for stress 
support and for postulated effect on prolonging steroid action ”o beller corticosteroid 
—original brand of prednisone...minimal electrolyte effects—Meticorten /o beller anti- 
histamine—unexcelled in potency and freedom from side effects—Cutor-Trimeton 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritic 


and contact dermatoses. 


Jormula: Each tablet of Merreton provides 2.5 mg. of Meticorten (prednisone), 2 mg. of Caron-Taimeton 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Merreton Tablets, bottles of 30 and 100. 
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METRETON gptey 
METICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


quickly clears nasal passages + avoids rebound engorgement and 
sympathomimetic side effects + safe even for cardiacs, hyperten- 
sives, children, pregnant patients * 

Composition: Contains 2 mg. (0.2%) Mericortetone acetate (prednisolone ace- 
tate) and 3 mg. (0.3%) of Cutor-Trimeron gluconate (chlorprophenpyridamine 
gluconate) in each ce. 


Packageng: 15 ce. plastic “squeeze” bottle, box of 1. 


MetreTon,* brand of corticoid-antihistamine compound; Mericorten,* brand of prednisone; 


Meticortetone,® brand of prednisolone; Cutor-Taimeton,® brand of chlorprophenpyridamine 


preparations. *r.m. 


MT-3-576 


METRETON 


| METRETON 


TABLETS 
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with THORAZINE’® 


preoperatively 


“anxiety and apprehension 


give way to 


relaxation and calmness””! 


When added to premedication, 'Thorazine’ calms apprehensive, 
tense patients, facilitates induction and intubation, decreases 
reflex irritability, minimizes emergence excitement, and “markedly 


inhibits postoperative vomiting.””! 
1. Mathews, Morris and Moyer: Am. Pract. & Dig. Treat. 6:360 (Mar.) 1955. 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), 
and in suppositories (as the base). 


For information write: 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg. US. Pat. Off. for chlorpromazine, S.K.F. 
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PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Limiting dosage to once daily to avoid refractoriness, or omitting alternate days to 
circumvent gastrointestinal irritation—necessary with some diuretics—results in a 


seesaw of diuresis with fluid reaccumulation and recurrent strain on the already 
failing heart. 


With the organomercurials, dosage is individualized and administered as needed, 
to produce sustained, dependable diuresis. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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against detrimental 
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ps 


maximum efficacy with minimum risk 


Terfonyl 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


Panda LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY 


SINGLE ‘‘SOLUBLE’* 


= After Udne,0.. Modern Med, 23:111 Gan. 15) 1955, 


Terfonyl is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provides 
only one-third the normal amount of each sulfonamide. 
The body handles each component as though it were 
present alone, although therapeutic effects are additive. 


Terfonyl Tablets, 0.5 Gm., bottles of 100 and 1000. 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles, 


0.167 Gm, each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml. teaspoonful of suspension, 


SQUIBB TERFONYL’® Is A SQUIBB TRADEMARK 
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The Well-Proportioned 
Nutrients in 


Enriched Bread 


Diets Moderately Low i in Fat 


The added nutrients in Enriched Bread are chosen qualitatively and 
quantitatively because of their importance in everyday nutrition. They 
have proved equally advantageous when dietary adjustment is indicated 
for therapeutic purposes. 


In low-fat diets prescribed for many patients with coronary arterioscle- 
rosis, gallbladder disease, hyperlipemia, obesity, and allied conditions, 
the proportions of the nutrients in enriched bread are especially significant. 


The fat content of enriched bread approximates only 3 per cent, and its 
cholesterol content is negligible. This feature and, in addition, its well- 
balanced proportions of essential nutrients qualify enriched bread as an 
important constituent of low-fat diets. 


Six slices of the average enriched bread, containing 4 per cent added 
nonfat dry milk, provide 12 grams of good quality protein (flour protein 
supplemented with milk protein), 0.36 mg. of thiamine, 0.26 mg. of 
riboflavin, 3.35 mg. of niacin, 3.5 mg. of iron, and 126 mg. of calcium— 
from 16 to 29 per cent of the adult patient’s daily needs for each of 
these nutrients. Yet six slices of enriched bread supply only 19 per cent 
of the nutrient energy of a 2,000-calorie diet. 


THE VIRGINIA BAKERS COUNCIL The nutritional statements made in this 
advertisement have been reviewed by the 
In co-operation with Council on Foods and Nutrition of the Amer- 
ican Medical Association and found consistent 
THE AMERICAN BAKERS ASSOCIATION with current authoritative medical opinion. 
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MEE ON, 
Equally Important | | 


In “Rheumatism” 


THE PROPER FORMULA 
PROPERLY FORMULATED 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 


assures full potency and sta- 
bility of prednisolone. 


For Pain-Free @ 5 
of everyday 


combine: 


+ 


+ 


+ 


>kEarly rheumatoid arthritis 


Rheumatoid spondylitis 


Osteoarthritis 
Still’s disease 


Psoriatic arthritis 
Bursitis 


Miulicple 


PREDNISOLONE (1 mg.). 


ASPIRIN (0.3 Gm.)............ 


ASCORBIC ACID (50 mg.) 


ANTACID (0.2 Gm)............ 


Synovitis 
Tenosynovitis 
Myositis 
Fibrositis 
Neuritis 


« 
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Performance 
activities 
Patients 


Compressed Tablets 


for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


for analgesia plus additional anti-rheumatic 
activity. 


rere for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


Warren. dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 
for one or two weeks. Then lower by 1 tablet every four 
or five days to maintenance level. o's 
SUPPLIED: TEMPOGEN and TEMPOGEN Forte 
—in bottles of 100 Multiple Compressed Tablets. 


MERCK SHARP & DOHME 
(TEMPOGEN Forte provides 2 mg. of prednisolone.) DIVISION OF MERCK & CO.. Inc. 


PHILADELPHIA 1, PA. 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 


<> ‘TABLOID’ ‘EMPIRIN’ COMPOUND ® 


Acetophenetidin gr. 24, Acetylsalicylic 
Acid gr. 342, Caffeine gr. ¥% 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. Y, No. 1 cn) 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 4, No. 2 cn) 


_. ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. No. 3 


TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 1, No. 4 cn) 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 


EVERY WOMAN 


WHO SUFFERS 


IN THE 


MENOPAUSE 


DESERVES 


“PREMARIN: 


widely used 


natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
5645 
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j Di gitalis 


in its completeness 


35 
Digitalis 


(Davies, Rose) 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 
with light sedation 
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‘EMPIRAL'® 


Phenobarbital gr. % 
Acetophenetidin gr. 212 
Acetylsalicylic Acid gr. 34 


‘CODEMPIRAL’® No. 2” 
Codeine Phosphate gr. % 
Phenobarbital gr. % 


Acetophenetidin gr. 242 
Acetylsalicylic Acid gr. 3% 


‘CODEMPIRAL’® No. 3 
Codeine Phosphate gr. 12 
Phenobarbital gr. % 


Acetophenetidin gr. 24 
Acetylsalicylic Acid gr. 342 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N, Y, 


— 
0.1 Gram 
| 1% grains) 
CAUTY N: Pederei 
aw dispens- 
ing peescrip- 
Gen. 
| 
| OAMIES, ROSE CO. 
Boston, Mass. 
25 ; 


clinical evidence’: 


in arthritis 


ndicates that to augment the: 


therapeutic advantages of the “predni-steroids” 


to minimize gastric distress 


ROUTINE 
CO-ADMINISTRATION 
MEANS 
Multiple 
Compressed 
Tablets 


All the benefits of the 


“predni-steroids” 


plus 


positive antacid action to 
minimize gastric distress. 


2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 


References: 1. Boland, E. W., 50 mg. magnesium 
J. A.M.A. 160:613 February trisilicate and 
Margolis, H. 


*CO-DELTRA’ an 


26 


955. 3. Bollet, A. J. et al., 
158:459 


(June 11) 


1°CO-HYDELTRA’ 


are trade 


marks 


300 mg. aluminum 
hydroxide gel. 


Merckx & Co., INC, 


antacids should be routinely co-administered 


(Prednisolone Buffered) 


(Prednisone Td ) 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO... Inc 
PHILADELPHIA 1. PA 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


Minutes 


915 30 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—In TABLET 
FormM—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate . .. shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recent 
in vivo studies avail- 
able on request 


38:586, 1949. 


Praylen PHARMACEUTICAL COMPANY 


Maigltyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Beltglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E£. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


CHATTANOOGA 9, TENNESSEE 
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UTAZOLIDIN 


(phenylbutazone GEIGyY) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Geiny GEIGY PHARMACEUTICALS, Division of Geigy Chemical Corporation, New York 13,N.Y. 
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You have an economical answer 
BAKER’S MODIFIED MILK* 


When a mother asks about the cost of a 
formula for her baby, your answer can 


truthfully be “Baker’s is economical.” 


Baker’s is a complete food containing 
added carbohydrate, and adequate 
amounts of all known essential vita- 


mins and minerals. Because Baker’s is 


sold at an extremely low price, one 
ounce of formula costs less than a 
penny —about $1.50 per week for most 
infants. 

Prescribe Baker’s Modified Milk in the 
hospital and thus provide mothers with 


an economical, complete infant formula. 


*Made exclusively from Grade A Milk (U.S. Public Health Service Milk Code) 


THE BAKER LABORATORIES, INC. 
Milk Products Exclusively Jor the Medical Profession 


Main Office: Cleveland 3, Ohio e Plant: East Troy, Wisconsin 
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2/22/56 DISCHARGE SUMMARY 
Patient, White male, age 4 Entereg the Clinic On 2/13/56, — 
| With a Distory of Yellow discharge from the right 
fever and sore throat Of two days duration 
Temperatuns orally Was 100° Pharyny infecteg tonsils 
| inflameg Crusted Purulent Materja) Seen in right ear Cana]; 
tympanic Membrane norma]. Diagnosis tonsillitic and 
| Culture Pevealed Staphylococcy aureus, Coagulase PoSitive, 
TSistant to Penicillin and SENSitive to “tythromyoin’ 
| 25 Mgm/kg ~- 400 mgm in 4 equally divideg doses, O 
| After 94 hours of therapy Patient was afebrile and Comfort. 4 
| able T=99. 6. Throat Slightly infecteg Secretion; in ear 
x | Cana] Were dry 4nd both tympanic Were norma), 
Culture On 2/15 Showeg no S0agulase POSitive / 
ff | OF Other Pathogens On 2722 follow-up exam Showeg him | 
| to be Complete) y “Symptomatic and free of unusua] Physica] 
findings, The drug Was Stoppeg at this time, 
| Fina) Diagnosis. tonsillitis 2nd otitis €xXterng due to 
Result. Complete Clinica] bacteriologi. Cure after 
9 days With ERYTEROCI therapy. | 
3 : Communication  Abboy Laboratories 
\ 
\ 4. 


“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 


stated, “In all 18, the clinical response could be regarded as either good 
or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results 
(nearly 100% in common, bacterial respiratory infections) when your 
prescription reads Filmtab ErYTHROCIN Stearate. 


“toxicity lower 


in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: ‘. . . the incidence of 


toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.’ 


Actually, ErYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


Abbott 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 


1. Herrell, W. E., Erythromycin, Antibiotics 
fil Monographs, No. 1, p. 29, New York, Med- 
j ® ical Encyclopedia, Inc., 1955. 
Mta Idem p. 30. 


Erythromycin Stearate, Abbott) 
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HARD-TO-KILL TRICHOMONADS 


WITHIN 15 SECONDS’ CONTACT 
WITH VAGISEC LIQUID 


ITH THE Davis technique,} using Vacisec® tiquid and jelly, flare-ups of 

W vacinal trichomoniasis rarely occur. Vacisec liquid actually explodes 

trichomonads within 15 seconds after douche contact.! Better than 90 per cent 

apparent cures follow use of this new trichomonacide,? developed as “Car- 

lendacide” by Dr. Carl Henry Davis, noted gynecologist and author, and 
C. G. Grand, research physiologist.3 


No trichomonad escapes—The overwhelming action of Vacisec liquid dooms 
the trichomonad. One chelating agent and two surface-acting agents com- 
bine in attack to weaken the cell membrane, to remove waxes and lipid 
materials from the membrane surface, and to denature the protein. With 
its cell wall destroyed, the parasite imbibes water, swells and explodes. All 
this occurs within 15 seconds. Only scattered fragments remain. 


No other agent or combination of agents kills the trichomonad in this specific 
fashion or with the speed of Vacisec liquid. When the patient uses VaGisec 
jelly as well—the recommended routine—these good effects continue in- 
definitely.4 


Reaches hidden trichomonads — Unlike many agents, Vacisec liquid thorough- 
ly penetrates and dissolves the cellular debris and mucoid material lining the 
vaginal surface.3 It reaches hidden trichomonads — often the cause of treat- 
ment failure — as well as parasites swimming freely in the canal. 

The Davis technique —Office therapy with Vacisec liquid is combined with 
home treatment. Both liquid and jelly are prescribed. 


OFFICE TREATMENT — Wipe vaginal walls dry with cotton balls, 


then wash thoroughly for about three minutes with a 1:100 dilution 
of Vacisec liquid. Remove excess fluid with cotton balls. Dr. Davis 

recommends three treatments the first week, two the second and one s 
the third. 
HOME TREATMENT — Patient douches with Vacisec liquid every nigbt Jop to bottom: ” 
or morning and then inserts Vacisec jelly. Home treatment is con- 2 sec. CONTACTS 


4 sec. COMPLEXES 
6 sec. DISSOLVES 
8 sec. DENATURES 


tinued through two menstrual periods, but omitted on office treat- 
ment days. Douching is contraindicated in pregnancy. 


Husband re-infects wife — Since “trichomonads may be passed from the in- 10 sec. SWELLS 

fected male to the uninfected partner during coitus,”® prevent re-infection by 15 sec. EXPLODES 
recommending the use of prophylactics. Specify RAMSES,® the finest possible 16 sec. SCATTERS 
rubber prophylactic, transparent, very thin yet strong; or XXXX (rourex) ® 

skins, of natural animal membrane — pre-moistened. Your prescription of References: 1. Davis, C. H.: 
one of these brands insures the protection afforded by Schmid quality pro- J.A.M.A. 157:126 (Jan. 8) 1955. 
phylactics and assures full acceptance of your regimen. At all pharmacies. 2. Davis, C. H.: West. J. Surg. 


63:53 (Feb.) 1955. 3. Davis, 
C. H., and Grand, C. G.: Am. 
J. Obst. & Gynec. 68:559 
(Aug.) 1954. 4. Davis, C. H. 
tPat. App. for (Ed.): Gynecology and Obstet- 
rics (revision), Hagerstown, 
JULIUS SCHMID, INC. Md., W. F. Prior, 1955, vol. 3, 
chap. 7, pp. 23-33. 5. Draper 
dynecological division J. W.: Internat. Rec. Med. 

423 West 55th St., New York 19, N. Y. 168:563 (Sept.) 1955. 


Active ingredients in Vacrsec liquid: Polyoxy- Vacisec, RAMSES and XXXX (FOUREX) are 
ethylene nonyl phenol, Sodium ethylene diamine re { trade-marks of Julius Schmid, Inc. 
tetra-acetate, Sodium dioctyl sulfosuccinate. In 
addition, Vacisec jelly contains Boric acid, Alco- 


hol 5% by weight. 
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to quiet the cough 
and calm the 


Expectorant action 
Antihistaminic action 
Sedative action 


Topical anesthetic action 


ECTORANT 


Expectorant with Codeine Plain (without @6deine) 


patient... 


® 
Philadelphia 1, Pa. 
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FOR MOST INFECTIONS 


{INOVOBICCIN-PENICILLIN G, MERCK) 


THE ANTIBIOTIC PRODUCT 


MOST LIKELY TO 


COMPARE THESE ADVANTAGES: 


1. Proved effectiveness in the largest num- 
ber of clinically important infections in- 
cluding those caused by antibiotic-resistant 
staphylococci and proteus. 


2. Therapeutic, dactericidal blood levels are 
promptly achieved. 


3. Exceptionally well tolerated; patient sen- 
sitivity reactions are rare at recommended 
dosage. 


4. No yeast or fungal super-infections nor 
any antibiotic-induced enteritis, vaginitis or 
proctitis have been reported following 
CATHOCILLIN. 


5. Noproblems of cross-resistance have been 
encountered with CaTHOCILLIN. 


6. The normal intestinal flora is not dis- 
turbed by CaTHocILLin. 
DOSAGE: for adults—two capsules q.i.d.; for children 


under 100 lbs.—dosage in proportion to weight (e.g. one 
capsule q.i.d. for a child weighing 50 lbs.). 


BE EFFECTIVE 


CONSIDER CATHOCILLIN FIRST 


—for these clinically important infec- 
tions: tonsillitis; pharyngitis; pneumonia; 
otitis media; cervical lymphadenitis; 
streptococcal sore throat; infected tooth 
sockets; Vincent’s infection; acne and 
superficial skin infections; impetigo; 
boils, furuncles and carbuncles; lung ab- 
scess; bronchitis; mastitis; osteomyelitis; 
wound infections; postoperative wound 
infections and infected lacerations; sta- 
phylococcalenteritis,staphylococcal diar- 
rhea of the newborn; peritonitis (caused 
by susceptible organisms); pelvic in- 
flammatory disease; gonorrhea; gono- 
coccal arthritis; urethritis; scarlet fever; 
erysipelas. 

SUPPLIED: Blue and white capsules of ‘CATHOCILLIN’ 
—each containing 125 mg. of ‘CatHomycin’ (as 


Sodium Novobiocin, Merck) and 75 mg. (125,000 
units) Potassium Penicillin G; bottles of 16. 


In one prescription the one antibiotic product most likely to be effective 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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when dandruff stands out as a sign 


prescribe SE BI ZON 


for an extra therapeutic dividend 


a method of choice for rapid control of 
seborrhea of the scalp and seborrheic der- 
matitis in children as well as adults...no 
complicated shampoo or timing proce- 
dures: patient rubs in SEBIZON any time 
of the day, washes out when convenient 
+..acts as hair dressing: no odor, no oily 
or greasy residue, no tinting of hair. 


especially useful when dandruff escapes 
control again 


antiseborrheic and anti-infective 
SEBIZON is a cream-type vanishing lotion 
containing 10% sulfacetamide sodium. 


available on prescription only in 3 oz. plastic squeeze 
tube. 


3€81Z0N,® antiseborrheic preparation. 


Lotion 


Deleting 


S7-J-4106 
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When simple insomnia is the presenting complaint, a bedtime dose of ‘Seconal 
Sodium’ is often indicated. Its effect is prompt—within fifteen to thirty 
minutes; relaxation and sleep follow quickly. Your patient awakens refreshed 


and well rested. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules at pharmacies everywhere. 
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Guest Editorial .... 


Super ( ? ? ? ) Aspirins 


( OMBINATIONS cf aspirin and cortisone analogues are being promoted vigor- 


ously by several pharmaceutical firms. At first glance the combination is an 


appealing one. Sales will boom, undcubtedly. But should they? A second glance 


is not so rosy. The following cbjections to these combinations are readily apparent: 


1. Many patients will be given cortisone analogues who do not need them. Some 


of these patients will be harmed by them. 


2. Full doses of the “super aspirins’’, however, do contain enough cortisone analogue 


to depress adrenal cortical function, so essential to resistance to infection or 


injury. 


3. Flexibility of corticoid dosage, so necessary to proper use, is difficult to obtain 


with these combinations. 


4. The amount of cortisone analogue in each tablet is so small that 12 to 16 tablets 


would be needed per day to provide even a small maintenance cortisone-like effect. 


In the doses recommended any benefit from these combinations could be at- 


tributed to the aspirin in the majority of cases. 


6. Conversely, it is unlikely that any observed suppressive effect on arthritis could 


be attributed to the cortisone analogue. 


7. The supposed cortisone-like effects of salycilates, by virtue of their pituitary 


stimulation, and the effectiveness of added ascoibic acid have only the most 


nebulous clinical application, so far. 


8. It would be cheaper and more effective to give the proper amounts of cortisone 


analogue and of aspirin separately. 


9. More recently, combinations of cortisones and anti-histamines have been offered 


for hay fever and asthma. Most of the above objections to “super aspirins” can 


be applied to these new mixtures. An exception is that the higher content of 


the cortisone analogue may suppress mild symptoms. 


The following conclusions seem proper: 
proj 


1. “Super aspirins” have, at best, a limited place in the treatment of arthritis. 


There is ne need for them, even theoretically, until it is shown in each patient 


that salicylates to tolerance fail to provide satisfactory relief. 


“Super aspirins” should not be prescribed until: (1) a clinical diagnosis has 


been made of a condition which is known to respond to cortisone; (2) it is shown 
that there are none of the usual contraindications to cortisone; (3) the need for 
such therapy is greater than the risks of it; (4) maintenance doses of the 
cortisone analogue have been determined. 

4. The same comments are applicable to the antihistamine-cortisone analogue com- 
binations for treatment of hay fever and asthma. 

5. A tag should be worn by patients who take cortisone analogues regularly, similar 
to those recommended for persons highly sensitive to penicillin and other drugs. 
The function of the tag is to show that additional cortisone-like drugs may be 
lifesaving in case of accident, emergency operation, or severe infection. 

6. It can be predicted that “super aspirins” and antihistamine-cortisone combina- 
tions will not survive extensive, critical evaluation. 

Oscar SWINEFORD, JR., M.D. 


Editor's Note: Dr. Swineford is Professor of Internal Medicine, University of Virginia, 
Charlottesville. 


Let’s Reminisce! 


The December 1874 issue of the Virginia Medical Monthly contains an eight-page 
ad on Cutler’s Pocket Inhaler and Carbolate of Iodine Inhalant. A Most Wonderful 
Remedy. It will cure catarrh, sore throat and hoarseness, correct bad breath. The 
Carbolate of lodine is a preventive of disease. It is in fact and in truth the ‘Magical 
Amulet” with which one may bid defiance to miasms, plagues and pestilence. Testi- 
monials were given where the inhaler cured consumption. , 
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Time for Re-appraisal 


WOULD LIKE to share with you some of my 
thoughts as to the future of our profession. The 
privilege of serving as your President this past year 
has brought me closer to many of the problems and 
issues that confront us today. I wish to present 
some of these questions for which I believe we must 
find new answers in the months and years ahead. 

It is lamentable that the medical profession has 
apparently lost the privilege of determining the course 
of medical practice in this country. We physicians 
are not only the heirs and trustees of a truly great 
art and science—we are also key players in a social 
movement that is changing the inner core of our 
social life. 

The time has come for us to engage in a re-ap- 
praisal of our attitude and policies, however difficult 
that task may be. We should determine what we 
stand for and what we would like to accomplish, in 
the socio-economic sphere, for the people whom we 
serve. During the past ten years we have learned 
that it is not enough for us merely to oppose the 
propositions that others offer for social reform; we 
should have a positive program; we should lead the 
way—not merely fight rear-guard actions. 

Our social problems will find many of their solu- 
tions—one way or the other—in the realm of politics. 
But our experiences of the past few years have dem- 
onstrated that we cannot look to either of the major 
political parties for sympathy and understanding of 
our ideas. 

And perhaps this fact will make us realize that 
our problems are really more social and econemic in 
nature than political. It is not the Democratic Party 
or the Republican Party that is forcing us to meet 
the social and economic problems of medicine. _ It 
is the American people themselves who are asking 
us to provide a greater sense of security for them 
against the socio-economic consequences of illness. 
It is the American people themselves who want more 
doctors, more nurses, better public health programs, 
more medical research, more and _ better hospital 
facilities, and a greater assurance of health and 
security in old age. The sooner we forget that 
it is not the Democratic Party or the Republican 

Presidential address delivered before Annual Meeting 


of The Medical Society of Virginia, Roanoke, October 15, 
1956. 
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JAMES P. KING, M.D. 


Radford, Virginia 


Partv—but the people of this country—who are 
challenging us, the better it will be for all of us. 
Our problem today is far more difficult than it 
was, for example, in 1948 and the years immediately 
afterward. We were then faced with a direct effort 
on the part of one political party to impose a system 
insurance—better 


of national compulsory health 


known as socialized medicine. This was opposed by 
the Republican Party, by many conservative Demo- 
crats, and other people who realized that the sociali- 
zation of medicine was but the first and fatal step 
towards complete socialism in this country. 

We knew then what we were fighting, whom we 
were fighting and why we were fighting. Our case 
commanded the support of the majority of the people. 
More important, however, our opposition to com- 
pulsory health insurance was justified and counter- 
balanced by our support of the voluntary health 
insurance plans, then in their infancy. It is safe 
to say if we had not had our medically sponsored 
Blue Cross-Blue Shield Plans to point to in 1949 
and 1950, we might very well have lost—or been 
forced to compromise—our fight against compulsory 
health insurance. 

In any event, the issues were clear and relatively 
simple in those days compared with the situation 
today. 

When Mr. 


yosal was turned down, our leaders quite correctly 
| 


Truman’s socialized medicine pro- 
told us that although we had won a battle, we had 
not won the war. They prophesied correctly that the 
proponents of socialized medicine would not quit 
but they would continue their efforts with various 
“fringe bills” and piece-meal legislation, calculated 
to weaken our position and soften us up for the final 
kill. 

There have been many such measures introduced 


In all 


fairness, we must admit that some of these bills 


in Congress and several of them enacted. 


have been good; laws providing federal aid for hos- 
pital construction, increased medical research and 
just recently, the law to provide civilian medical 
care for dependents of service men. 

It seems to me, parenthetically, that medicine would 
have been in a much stronger position today—as 


far as its public and political prestige is concerned— 
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if our American Medical Association had taken a 
more active and aggressive stand in support of the 
measures which we did approve. By our failure to 
more actively work for the proposals we favored, we 
missed an opportunity to demonstrate to the people 
that we are not always negative in our attitude, as 
so many think we are. 

When a Democratic Congress recently enacted, and 
a Republican President signed, the new Social Se- 
curity Bill—HR 7225—we lost a major battle. We 
had fought this measure and our leaders predicted 
serious consequences if it became law. The issues 
involved in HR 7225 were not as clear-cut as those 
surrounding Mr. Truman’s proposition. Our pro- 
fession was not alert to the situation, and we did 
not have the spirit that successfully concluded our 
fight against the socialistic measures raised in Con- 
gress during 1949-50. Our leaders also felt that 
HR 7225 contained proposals that had great popular 
appeal, and they consequently refrained from the 
attempt to organize a broad opposition to the measure 
as a whole. 

We may, nevertheless, profit by the lessons this 
defeat seemed to teach us: First, that we cannot 
win legislative battles by a purely negative attitude; 
we must have an alternative plan to meet the need— 
such as voluntary health insurance as opposed to the 
compulsory way. Second, we cannot take a partisan 
attitude towards such measures, nor expect partisan 
support from either major party. Third, we cannot 
expect support for our viewpoint in Congress unless 
we can mobilize such support among the rank and 
file of the voting public. 

Where does all this leave us today—and_ tomor- 
What should be our attitude toward P. L. 569 
the new law providing civilian medical care for 
What 


should be cur attitude toward the disability phases 


row 
dependents of members of the armed forces ? 


of HR 7225, which we strongly opposed in the 84th 
Congress? Should medicine continue to oppose the 
principles of these bills? Should doctors offer these 
programs passive resistance or active partic!p:tion ? 
What is a realistic stand for medicine now and in the 
vears to come? 


Without surrendering any of our well-entrenched 
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convictions, I believe that we should accept the will 
of the people as gracefully as we can. We should 
enter into the spirit of these programs, now that 
they are the law of the land, and do everything we 
can to make them successful. As doctors we have 
a legal and rightful monopoly on the practice of 
medicine. We have it within our power either to 
thwart the will of the people, or to carry out their 
will. If the medical aspects of these and other social 
welfare programs should fail, the public wil! know 
exactly whom to blame for that failure. Thus, we 
are truly “on the spot” whether we like it or not. 

On the other hand, if we give these plans our 
guidance and support, if we participate in them 
willingly and sincerely, we can do much to restore 
public confidence. We can earn the gratitude and 
support of the people, which will stand us in good 
stead the next time we have to go to the public and 
ask for help in defeating a dangerous or unwise 
proposal. 

We have learned some fundamental political les- 
sons from our experience of the past decade. But 
the most important lesson for us, as I see it, is that 
we remember that as doctors we are a part of society. 
I must admit that numerically we are a small part 
and that we are not—and never will be—a strong 
political block within ourselves. Our great strength, 
and our only dependable strength, lies in the respect 
and influence we can wield among our neighbors 
and fellow-citizens. For it is only by their vote- 
not by ours alone—that we can muster the necessary 
strength to save us in an emergency. 

How do we preserve and increase this vital asset 
of public confidence? Only by showing day by day, 
again and again, that we are on the people’s side. 
Only by demonst:ating to our friends and neighbors 
that we are protecting their interests, sometimes at 
the expense of our own selfish, short-term gains. 
Only as we store up fer ourselves invaluable public 
prestige by exemplifying the primary principle of our 
own ethical Code .. . “the prime object of the medical 
profession is to render service to humanity. .. .” 


St. Albans 


Radford, Virginia 
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WELCOME this opportunity to summarize 
briefly the current situation with respect to the 
International Labor Organization. As a nominee of 
the Chamber of Commerce of the United States and 
the National Association of Manufacturers, I have 
served as an advisor to the employer delegation from 
The United States to the 1949, 1950, 1951 and 1952 
Annual International Labor Conferences, and 1 
served as the United States Employer Delegate to 
the 1954 and 1955 Conferences. In addition, in 
June 1954, I was elected as employer member of 
the ILO Governing Body for a three-year term. 
How many of you here today are familiar with the 
International Labor Organization, and what it does ? 
Most of you know, I presume, that it is affiliated 
with the United Nations. But are you aware that 
the International Labor Organization has been in 
existence for some 36 years, considers itself an inter- 
national parliament, and is drafting basic laws on 
social and economic matters which are having pro 
found influence upon legislation all over the world ? 
Seventy-six nations now comprise its membership. 
The present 
$7,000,000. 


operating budzet is approximately 
Of this amcunt the United States Gov- 
ernment pays 25, or $1,750,000 each year, and 
the cther 75 member nations pay the remaining 75‘. 

As the years have gone by you have seen one 
socialist proposal after another introduced into the 
House and the Senate of the United States. Haven't 

Well, 
Many of them have 
originated in the ILO, which has for years been 


vou ever wondered where these came from? 


I can give you the answer. 


the breeding ground of international socialistic legis- 
lation. 

The ILO originated with the League of Nations, 
with the idea that an international organization de- 
voted to consideration of the problems of labor the 
world over would be a useful adjunct to the League, 
and an instrument on behalf of world peace. 

The League of Nations died, but the ILO kept 
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right on going, and the United States joined it in 
1934. 

Then along came the United Nations, and the ILO 
hooked up with the United Nations in 1945. The 
ILO is, however, not under the direction of the 
United Nations. The United Nations gives the ILO 
an additional $2,000,000 a year, of which we pay 
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334, for what it calls its technical assistance 
program, but the ILO runs its own show and gets 
its own budget appropriations directly from member 
governments. 

The ILO as originally conceived was supposed to 
concern itself purely with questions dealing with 
labor—but at a meeting in Philadelphia in 1944 
they adopted a declaration which said, among other 
things, that “Poverty everywhere constitutes a dan- 
ger to prosperity everywhere”; that people have a 
“right” to economic security, and which stated, “It 
is the responsibility of the International Labor Or- 
ganization to exemine and consider all international, 
economic and financial policies in the light of this 
fundamental cbjective.” 

By this device the ILO arrogated unto itself the 
supposed right to draft basic laws, on social and 
economic questions, for adoption by member coun- 
tries all over the world. 

In 1954 Russia, which had long been absent from 
ILO came back in, in a big way, bringing satellite 
countries also into the picture. The Communists 
gained a strong foothold in 1954 and have strength- 
ened their position in 1955 and 1956. 

That in the main brings vou up-to-date on the 
origin and development of the ILO. 

Now let’s consider the functioning of the ILO. As 
I said before, although it is a United Nations af- 
filiate, it isn’t bossed by the United Nations, and 
furthermore it is unique among international agencies 
because it is not composed solely of representatives 
of Government. 

At its Annual Conference held each June in 
Geneva, Switzerland, each participating nation has 
four voting delegates; two representing Government, 
and one representing employers, and one represent- 
ing workers. The delegates are accompanied by 
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advisors. Total attendance is usually over 600, with 
over 70 nations represented. 

At the Annual Conference, the ILO enacts pro- 
posals which are in effect skeleton drafts of legis- 
lation which it hopes will be enacted by member 
countries. ‘These may be passed in the form of a 
resolution, a recommendation er a convention. <A 
convention—and pay close attention to this—is a 
draft of a proposed international law which, when 
ratified by member nations, stands as a treaty among 
them. By this means the ILO seeks to introduce 
standardized basic laws into countries all over the 
world. 

When the United States joined the ILO in 1934, 
it was with the reservation that our country would 
not be bound by such convention procedure, but 
would consider any ILO proposals as recommen- 
dations only. 

In 1944, however, when our Congress, by joint 
resolution, approved the Philadelphia Declaration, 
we entered the ILO on the same basis as other mem- 
ber nations—so that today, if we ratify an ILO 
convention, it stands as an international treaty and 
we are bound by it accordingly. 

The ILO has a Governing Body, composed of 
representatives of governments, workers, and em- 
ployers, which serves, you might say, as its Board 
of Directors. 

It has a permanent office in Geneva headed by 
a Director-General, and a staff of about 800 per- 
sons. This is known as the International Labor 
Office. It sends missions of technical assistance to 
countries all over the world, supposedly to help in- 
crease productivity. It conducts research and makes 
investigations, the purposes and results of which are 
not too clear, and releases publications, the purpose of 
which is only too clear—namely, that of propagan- 
dizing all over the world on behalf of the ILO and 
the socialistic measures which it champions and 
promotes. 

There is something unique about the Geneva ILO 
staff and personnel—they are all tax-exempt.  Al- 
though they constantly recommend measures that 
will add to the taxes of everybody else, they them- 
selves pay no income taxes to any country. 

In its earlier vears the ILO devoted itself to 
matters directly concerned with labor. It enacted 
conventions, for example, on living quarters of sea- 
men in the international marine service, the employ- 
ment of women in underground mines, the employ- 
ment of children in factories, safety provisions, and 
so forth, and proposed a series of constructive prac- 


tices which everybody in our country would agree 
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should apply to employment conditions the world 
over. 

But then the ideology of state socialism came into 
ascendancy in Europe and spread to other parts of 
the world. The ILO fell completely under the 
domination of a socialist government-labor coalition. 
It decided that anything in industry, government, 
or social systems that in any way affected the work- 
ing men was a subject for consideration by the ILO. 
This was how the state socialists moved in on the 
organization, and used it as a means of promoting 
socialist ideology. 

The employer delegates of all member nations to 
the ILO have consistently and eloquently objected 
to the proposed drafts of international socialist 
laws fostered by the ILO. But they have been hope- 
lessly in the minority, and out-voted on practically 
all issues. 

Now—I have told you that the ILO is a breeding 
ground of socialist ideas. So now I think I had 
better get down to cases and give you a few specific 
examples. 

First of all, suppose I review the basic principles 
of socialism as I understand them from my ILO 
experiences. 

In the United States we believe, as was said in 
our Declaration of Independence, that men are born 
with certain unalienable rights, and that Govern- 
ment derives its powers from the consent of the 
governed. 

The principle of socialism is exactly the opposite. 
The premise of socialism is that all rights belong 
to Government—and government then parcels them 
out to the people in line with its own divine judg- 
ment. I have sometimes said that the main purpose 
of the ILO is that of trying to substitute government 
for God. 

The underlying theme of ILO proposals is always 
government regulation, government domination, gov- 
ernment control, government direction, government 
supervision, and of course, in the long run, govern- 
ment ownership of industry, government price con- 
trol, and government dictation as to jobs and wages. 
There is no halfway stopping point on the road to 
collectivism. 

Well—to start with a specific case, let’s take 
Social Security. 

It may interest you to know that the ILO brags 
that one of its earliest and most successful technical 
assistance projects was when it sent two experts 
over to the United States to show us how to set up 
our Social Security System. 
bern and bred in the ILO. 


For Social Security was 
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In 1952 the ILO enacted a convention entitled 
“Minimum Standards of Social Security’. Under 
this title the ILO drafted an international law pro- 
viding government benefits for practically “all the 
ills the flesh is heir to.” It is a blueprint for the 
biggest give-away program yet devised. 

Under this proposal government would pay people 
money for the following: 

Any condition requiring medical care of a pre- 

ventive or corrective nature, including preg- 

nancy, and any morbid condition, whatever its 

cause, 

Loss of earnings due to sickness or unemploy- 

ment. 

Survival beyond a prescribed age. 

Employment injuries. 

Babies. The government pays you for having 

them; the more you have the more money you 

get. 

Childbirth, including care and hospitalization. 

Invalidity—which is defined as “inability to 

engage in any gainful activity.” 

Death benefits—that is, life insurance. 

Originally included in this proposal was a pro- 
vision to the effect that all life insurance must be 
compulsory and subsidized by government, and any 
insurance would be illegal unless government paid 
at least 25° of the cost of the premiums. This effort 
at socializing insurance was aimed at putting out 
of business insurance companies such as we have 
in the United States. 

This convention also contained provisions for 
socialized medicine, such as they have in England. 

Well—now we are getting echoes in the United 
States. 

Our Congress has passed a bill which provides 
that if at any time after the age of 50 a man becomes 
totally disabled and is so certified by the government, 
he can immediately collect the same amount of 
social security benefits that he otherwise would get 
after retirement at age 65. 

Think what that means. To be eligible for total 
disability, a man must be certified by government 
doctors. This means doctors on the government 
payroll. This puts doctors in government and is 
the opening step towards socialized medicine. 

Now let’s take it from the standpoint of insurance. 
Private insurance companies now protect people 
against total disability. 
along and enters that field. 


But now government comes 
Se you have, therefore, in this bill, the opening 
wedge toward socialized medicine and_ socialized 


insurance; and these provisions are lifted out of the 
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ILO Convention on Minimum Standards of Social 
Security. 

For example, the ILO convention proposes gov- 
ernment payments for “invalidity”, which it defines 
as the “inability to engage in any gainful activity”. 
Our bill, H.R. 7225, defines “disability” as the 
“inability to engage in any substantial gainful ac- 
tivity’ —a change of only one word. Our bill states 
that a person may be ruled disabled as the result 
of ‘any medically determinable physical or mental 
impairment.” The ILO uses the phrase “any morbid 
condition, whatever its cause.” We will be hearing 
more, in this country, about a morbid condition and 
invalidity. 

In 1952 the ILO passed a convention called the 
Maternity Protection Convention, which provides 
that: 

An employed woman should be given at least 
12 weeks off to have her baby, with free medi- 
cal care and hospitalization. 

During this period she would receive from the 
government, in cash, an amount equal to two- 
thirds of her pay. 

A woman cannot be discharged while on ma- 
ternity leave. 

Interruptions for nursing the baby, and I quote: 
“In cases where the matter is governed by or 
in accordance with laws and regulations’’, are 
to be counted as working hours and paid for by 
the company ! 

I sat in the Committee on Maternity Protection, 
and at times I couldn’t believe my ears. In that 
Committee, representatives from countries all over 
the world spent an entire half-day debating as to 
whether or not an international law should contain 
a provision to the effect that a mother should nurse 
her baby for ene hcur, during the working day, or 
As I recall it, 
France held out for two half hours and Israel held 
out for one full hour. 


for two half-hour nursing periods. 


No conclusion was reached, 
for the reason, I imagine, that the men on the 
Committee knew little about the subject, and the 
women on the Committee seemed singularly un- 
equipped for the purpose under discussion. 

In that Committee I got a clear-cut idea as to 
the relative positions of maternity and _ paternity 
in the socialistic Utopia. 

Apparently, in those golden days, practically all 
women are supposed to work. Their babies are 
financed by Government benefits; and in due course 
they bring them to work with them, placing them in 
Government-run nurseries and leaving their ma- 


chines or typewriters, to nurse them on company 
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time. There is no distinction between legitimacy 
and illegitimacy. 

The place of the father in the scheme of things, 
married or unmarried, is reduced purely to the 
function of paternity. The state takes over, to a 
large extent, the functions of the family. It pro- 
vides against a multitude of contingencies for which, 
in a free society, the husband and father is supposed 
to provide. 

Under such circumstances, what becomes of the 
family ? What is the 
object of the institution of marriage? What happens 
to the children, starting life in Government or in- 
dustrial nurseries ? 


What becomes of the home ? 


What are the people, save wards 
of the State? 

I don’t think I need go any further. 
many more examples. 


I could cite 
But I have given you enough 
to indicate the over-all trend of the proposals which 
the ILO government-labor majority hopes to enact 
into basic laws which may be followed by other coun- 
tries all over the world. 

And if you think this is not the case, you are 
very much mistaken. Thus far the ILO has en- 
Of these, Great Britain has 
France has ratified 73, Belgium has 
ratified 55, Holland has ratified 42, Argentina has 
ratified 45, 


acted 103 conventions. 


ratified 56, 


You will ask, how many ILO conventions have 
been ratified by the United States ? 
swer: 


Here is the an- 


Seven conventions have been approved by the 
Senate and ratified by the President’s signature. 
Most of these deal with conditions of maritime 
employment and are not socialistic. 
Three conventions have been approved by the 
Senate but not signed by the President, and 
seven more were sent by Mr. Roosevelt and Mr. 
Truman to the Senate Foreign Relations Com- 
mittee for action. Several of these involve the 
threat of the invasion of international laws into 
cur domestic affairs. 

Now—why has no further action been taken with 
respect to these conventions in the United States: 
And why have the more recent and radical ILO 
conventions, for which our government voted in ILO 
Conferences, never been submitted to the Senate for 
consideration, which, under the ILO censtitution, 
our President is supposed to do? 

The answer is the Bricker Amendment. 

With the whole country aroused to the danger cf 
having socialist measures imposed upon us by the 


back door ef convention ratification, the proponents 
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of such measures have not dared to bring them out 
on the floor of the Senate. But in the rest of the 
world things have gone the other way. 

This brings us to the subject of the Communist 
invasion of the ILO, which began in 1954, continued 
in 1955, and continues unchallenged today. 

Until the Russians moved back into the ILO in 
1954, we had been confronted only with Poland and 
Czechoslovakia, and little attention had been paid 
to them because the big boss was absent. 

But now Rusisa came back in not as one country, 
but as three countries—the U.S.S.R., the Ukraine, 
and Byelorussia. That is the basis upon which Rus- 
sia belongs to the United Nations. In addition, Rus- 
sia was reinforced by Poland, Bulgaria, Hungary, 
Czechoslovakia and Albania. That made 32 votes 
in the ILO as compared to four votes from the United 
States. 

Although there are 76 nations in the ILO, with a 
theoretical voting strength of 304, a record of the 
actual votes cast at the last ILO conference shows 
an average of 170 votes for and against any proposal. 

Of this total, it takes only 86 to make a majority. 

I do not need to emphasize to any of you that when 
it takes only 86 votes to get a majority, a solid bloc 
of 32 votes, which the Communists now have, and 
36 votes which they will have when Rumania is 
admitted to the ILO, will be very effective. 

The free employers in the ILO immediately in- 
sisted that so-called ‘‘emplover” delegates from Com- 
munist countries were ineligible, because employer 
delegations were suppcsed to represent free associa- 
tions of free employers and there was no such thing 
in Ccmmunist countries. Government was the em- 
pleyer—and, therefore, employer delegations would 
he, in effect, merely additions to government delega- 
tions. 

Representatives of free trade unions likewise ob- 
jected to the seating of so-called “employee” dele- 
gations from Communist countries, on the ground 
that there were no free unions in such countries and 
that, therefore, the labor delegations, just as the 
employer delegations, could only be in fact additions 
to government delegations. 

This argument has now been going on in the ILO 
for chree years—withcut any conclusion. To register 
my protest against the seating of Communist so- 
called “employer” delegates at last year’s conference, 
I withdrew from participation in ILO committees 
upon which Communist so-called “employers” had 


been seated. 


The seating of Communist so-called ‘‘employers” 
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in employer groups was the equivalent of putting 
a member of an opposing football team in the middle 
of a huddle where signals were being called; or to 
put it another way, it was like placing a Communist 
on the Board of Directors of the Chamber of Com- 
merce or the National Association of Manufacturers. 
Naturally the free employers objected, but the 
majority of the conference ruled otherwise. 

Meanwhile we pay 25% of the cost, while the 
eight communist countries pay a total of 1442. 

The communists have got their foot in the door 
in the ILO, and they are preparing to take it over. 
Their interminable tirades of oratory at the 1955 
and 1956 sessions were incredible. 

The original objectives of the ILO, having to do 
with the welfare of labor, have been completely sub- 
ordinated to the use-of the ILO as an international 
debating society for various collectivist ideologies; 
with our own philosophy of a free competitive system 
regarded, as we are told in the ILO, as an old-fash- 
ioned out-worn concept. 

In view of this situation, I developed very serious 
doubts as to whether the ILO was performing any 
constructive purpose, and whether the United States 
should continue to participate in it. I therefore pre- 
sented this question to the Directors of the Chamber 
of Commerce of the United States and the National 
Association of Manufacturers. 

The result was that, on January 28, the Directors 
of the Chamber passed a resolution stating that it 
was imperative that there be instigated a thorough 
investigation of the ILO both by the Congress and 
the executive branch of the government, to determine 
as to whether the United States should continue to 
participiate in the ILO, or should withdraw from 
that organization. A similar resolution was passed 
shortly thereafter, by the Directors of the National 
Association of Manufacturers. 

The resolutions had important repercussions. 

Shortly after they were passed by the NAM and 
the U.S. Chamber, the Senate of the United States 
considered a proposal to raise the ceiling on United 
States’ contributions to the ILO from $1,750,000 
to $3,000,000. 

The Senate agreed to raise the ceiling. But at that 
point Senator Bricker proposed that none of the 
increase should apply after 1956, if during the pre- 
ceding calendar year “phony employer and employee 
delegates from the Soviet bloc countries are per- 
mitted to vote at ILO meetings.” 
land supported Senator Bricker. 


Senator Bricker’s amendment carried. 


Senator Know- 


Where- 
upon Senator Fulbright proposed that the U.S. con- 
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tribution be limited to 25% of the ILO budget. This 
amendment likewise carried. 

So, gentlemen, that is where we stand at the present 
moment. But the basic question is, should the United 
States stay in the ILO, or should it withdraw from 
that organization, and withhold from it any finan- 
cial support ? 

But no matter what we do about the ILO, remem- 
ber that this is only one of the various arms of the 
United Nations that are enacting conventions, and 
seeking thereby to write laws governing internal 
domestic affairs and impose upon us by the device 
of treaty ratification. 

The reason that I have brought the ILO story to 
you today, is to show you how one of these Inter- 
national Agencies operates and how it accomplishes 
its objectives. 

There is a multitude of these International Agen- 
cies now functioning, each operating in a specific 
field, and allegedly designed for the purpose of 
resolving controversial issues by so-called experts 
appointed by governments. The meetings are usually 
held outside of the United States which restricts 
American publicity on the subjects under discus- 
sion. If an appropriate International Agency does 
not exist, then one is created. 

The representation of the United States in such 
organizations, regardless of our size and importance, 
is usually limited to one voice and one vote of the 
total membership. For instance, in the ILO, where 
there are 70 member countries, the United: States 
has only one-seventieth of the total voting strength. 

Presently there is before the Congress the question 
of ratifying the membership of the United States in 
an agency called O.T.C. (Organization for Trade 
Cooperation). This new agency has been designed 
to effectuate and implement another agency known 
as GATT, (General Agreement on Tariff and 
Trade). The membership of OTC will comprise 
35 nations, of which we are only one, and with only 
one vote on the highly important questions concern- 
ing Tariff and Trade matters that will come before 
that body for its decisions. 

Here again it is proposed to use the International 
technique of removing a controversial issue dealing 
with Tariff questions which vitally effect the welfare 
of the American people, from our duly constituted 
agency in the United States to a foreign agency 
operated by foreigners, who will attempt to tell us 
with whom we must trade, and under what condi- 
tions, and also what our rates of tariff should be on 
their imports into our country. 


I don’t think we want a question so vital as this 
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to the interests of our country, decided by those who 
will profit from their decisions to our detriment and 
disadvantage. 

Therefore, I say to you gentlemen, there is nothing 
mare dangerous, there is nothing that will so involve 
our freedom and our liberty, there is nothing that 
will do more to destroy our American way of life 


and our private competitive enterprise system, than 


for us to remain silent on the subject of these inter- 
national agencies. They have no purpose except for 
our destruction, and for the subordination of the 
United States of America as a member of world 
government. 

3500 Madison Road 

Cincinnati, Ohio 


“The March of Medicine” 


Television’s first medical network series, ‘The 
March cf Medicine”, will pioneer again when it 
presents the first nationwide program in color on 
a medical subject over the NBC-TV network. It is 
scheduled for Tuesday, November 27, at 9:30 p.m. 
and will fill the spot usually occupied by Armstrong 
Circle Theater. The program called MONGANGA 
is a one-hour report on missionary medicine and is 
produced and sponsored by Smith, Kline & French 
Laboratories in cooperation with the American Med- 
ical Association. 

“Monganga” will chronicle the life work of Dr. 
John E. Ross, who, for the past six years, has served 
as a mission doctor for the Disciples of Christ in 
Lotumbe, a remote village in the African Belgian 
Congo. John Gunther, noted author of the best- 
seller, “Inside Africa”, will be the principal com- 
mentator on the program. 

A native of California, and a graduate of the 
Indiana School of Medicine, Dr. Ross has devoted 
his life to bringing the benefits of modern medicine 
to the remote tribes of the Belgian Congo. ‘The 
March of Medicine” has recorded on film countless 
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natives arriving at the mission station at Lotumbe 
to seek the aid of ‘“‘Monganga’”—the white doctor. 
Leprosy, yaws, elephantiasis, sleeping sickness, and 
arthritis are some of the more common diseases 
treated by Dr. Ross. When not at the operating 
table or administering drugs to these patients, he 
finds time to build new quarters for incoming pa- 
tients and their families, make trips to distant bush 
clinics, train a native staff of assistants, lecture to 
expectant mothers, and answer the demands of a 
nearby leprosarium. 

This will be the twenty-second program in this 
documentary series. The first program in “The 
March of Medicine” series opened the doors of the 
annual American Medical Association meeting to 
the public for the first time in June, 1952. Since 
that time, it has documented such topics as arthritis, 
heart disease, cancer, mental] illness, and various 
surgical techniques, to mention only a few. For this 
outstanding medical reporting, the series received 
the first Albert Lasker Medical Journalism Award 
given in the field of television. 
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You and the Health Insurance Council 


WOULD LIKE TO DISCUSS briefly the frame- 
work and aims and purposes of “The Health 
Insurance Council”. 

The Health Insurance Council is a federated type 
organization, composed of 8 insurance trade asso- 
ciations whose members are either companies or 
specialists (such as medical directors of insurance 
companies) interested in various segments of the 
insurance industry. Through this medium, life, 
health and accident, and casualty companies are 
brought together so that there may be a pooling of 
the best thinking of a majority of the business. To- 
gether, these companies provide about 90 per cent of 
all health insurance sold in this country. This, 
however, does net include the coverage provided by 
Blue Cross, Blue Shield, and similar agencies—even 
though the Council cooperates with these services 
on numerous programs of activity. 

The survey committee of the Council annually 
gathers and publishes all available data on the num- 
ber of persons covered by the various forms of acci- 
dent and health protection. You may have seen this 
booklet entitled “Extent of Voluntary Health In- 
surance Coverage in the United States.” It has been 
publishel and distributed annually since 1947. 

As of the end of July, 1956, there were approxi- 
mately 110 million persons who owned some form 
of hospital coverage. This is an increase of 6.1 per 
cent over 1955. At the end of 1955, ninety-four mil- 
lion people had some form of surgical pretection—an 
increase of 7 per cent. Forty-eight million people had 
policies covering various medical expenses—an in- 
crease of 17.5 per cent. Seven million pecple were 


insured against major medical expenses—an increase 
of 138 per cent. In 1955, payments under voluntary 
health programs amounted to $2.5 billion. In addi- 
tion to the $2.5 billion paid in hospital, surgical, and 
other medical benefits in 1955, the insurance com- 
panies paid $595 million in benefits to people to help 
replace loss of income because of illness or accident. 
This would bring the total benefit payments for the 
year to $3.1 billion. This survey was based upon 
reports of health protection programs conducted by 


G. Mason ConneLL, Administrative Assistant, Life In- 
surers Conference. 

Presented at the County Society Officers’ Conference of 
The Medical Society of Virginia, Lynchburg, September 
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insurance companies, Blue Cross, Blue Shield. and 
other health care plans. 

Nearly everyone will agree that people should be 
given an opportunity to protect themselves against 
sericus financial losses due to sickness or injury. 
There are, however, those who will differ as to how 
this protecticn should be provided. We think the 
vast majority prefer the voluntary method. In spite 
of this fact, there are continuous efforts through 
governmental agencies to enact legislation that would 
put a compulsory factor into the picture. Those 
of us who believe in Free Enterprise and the volun- 
tary system should promote these ideas in every way 
possible—in this we have a common cause. 

One thing we can do and should do is work to- 
gether. The basic aim of the Health Insurance 
Council is to achieve closer cooperation and closer 
understanding between you doctors, who provide our 
people with medical care, and those of us who make 
available protection against the cost of such care. 
This cannot be achieved without establishing an 
understanding of each other's problems and a healthy 
respect for each other’s accomplishments. 

I am sure most people are aware of the wonderful 
services doctors and hospitals have rendered, and 
are rendering, to the people of our country. The 
great progress of medical science is evidenced by new 
vaccines and wonder-drugs discovered in the past 
decade. All of this would not be possible, however, 
without experimentation. 

Perhaps there is a simile here—you doctors are 
experimenting with new, and perhaps not yet fully 
proven, medical drugs. In the insurance industry 
we, too, are experimenting with, and looking into, 
new forms of contracts to protect the public against 
undetermined catastrophic experiences. We are at- 
tempting to give the policyholder broader benefits at 
the lowest possible premium. Keeping cost down is 
one of our problems. 

Most of the difficulties encountered in developing 
successful health insurance policies and plans stem 
from the human or subjective side of illness. As 
physicians well know, human health is a very com- 
plicated matter. There are those who clearly are 
well, and those who clearly are sick, but there re- 
main many who are not definitely either the one or 
the other. 
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In fact, many physicians consider the rendering 
of medical treatment to be more of an art or skill 
than a rigid science. They recognize that agreement 
cannot always be expected on answers to such ques- 
tions as: Does the patient need to go to a hospital ? 
Is a private nurse needed ? 
the hospital ? 


May the patient leave 
When can he return to work? 

The patient’s appraisal of his own condition is 
subject, of course, to much wider variation than is 
medical opinion. Insurance company physicians 
have learned that among several persons having the 
same condition, so far as can be determined by 
objective tests, one may shrug it off and go to work 
as usual. Another may take to his bed. Still an- 
other may make an emergency call to his family 
physician, while a fourth may demand to go to a 
hospital. 

The difficulties inherent in health insurance aris- 
ing from the subjective aspects of illness are magni- 
fied as soon as sickness benefits are introduced. Some 
who would go to work, in the absence of benefits, 
Like- 
wise, some who would not call the doctor, without 
the help of insurance toward meeting the bill, will 
do so if insurance benefits can be had. 


will remain at home if benefits are payable. 


In general, the tendency of health insurance to 
increase the public’s demand for health care is de- 
sirable. With earlier and more adequate attention, 
the illness may be less serious, and complications 
may be avoided. 

But certainly, the reduction of monetary restraints 
by health insurance, tends in some measure to in- 
crease needless 


fruitless doctors’ 


visits, and hospital stays of no real value. 


work absences, 
Even 
in such cases, outright fraud is seldom involved. 
More often, the insured individual rather uncon- 
sciously tends to develop a greater-than-normal con- 
cern about his health. 

Insurance companies are, of course, aware of these 
subjective consideration. In fact, a central problem 
in devising workable health insurance plans is to 
develop ways and means of dealing with them. 

On the one hand, the companies are willing and 
able to pay policy benefits whenever they serve a 
necessary and useful purpose. In fact, by paying for 
helpful medical attention that would not otherwise 
be provided, health insurance makes a definite con- 
tribution toward improving the nation’s health. 

On the other hand, insuring organizations do not 
wish to pay unnecessary benefits, and they should 
not do so to any substantial extent. For them to 
pay very many needless benefits would mean that 
premium charges would have to go up without any 
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increases in the true value of the benefits offered. 
As a result, many policyholders would let their 
insurance lapse, and the entire plan of insurance 
might have to be discontinued. And in any case, 
the company would be remiss in its duty toward the 
great bulk of its policyholders. They should not 
be asked to pay inflated premiums in order that un- 
needed benefits may go to a few less prudent or less 
conscientious policyholders. 

Consequently, the central problem mentioned is 
one of control—of how health insurance may best 
provide benefits when needed without providing ben- 
efits when not needed. It may be added that this 
problem, obviously, is faced not only by insurance 
companies but also by Blue Cross, Blue Shield, and 
all other health service organizations. 

The development of a careful statement of the 
risks which the policy insures against, and of the 
benefits payable under it, is the first step toward 
solving the problem of control. Carefully outlining 
the scope and benefits of the policy, of course, does 
not make certain all benefits paid will be of real 
value, but it does serve to define the area within 
which the control problem exists. 

Some policies, of course, have much broader scope 
and provide much more liberal benefits than do 
others. The less liberal policies naturally have lower 
premiums, and they are provided for those not able 
or not choosing to purchase more adequate protection. 
While health insurance agents advise purchasers to 
buy fully adequate policies, the final decision is 
obviously up to the purchaser. 

New and improved forms under the highly com- 
petitive Free Enterprise system are being marketed 
daily to meet the needs and the ability of the indi- 
vidual to pay. 

To this point, we have been talking more in gen- 
eralities. Perhaps you would be interested in some 
specifics. For example, to simplify the “paper work” 
by you, the practicing physician, the Health Insur- 
ance Council has promulgated, with the assistance 
of various medical organizations, Uniform Attend- 
ing Physician’s Reports. Many of you here today 
have received insurance reporting forms containing 
between 35 and 40 questions, some of which were 
completely irrelevant to your patient’s illness. I 
could mention a dozen examples of inconsistencies, 
because each insurance company acted independently. 

In an attempt to remedy this unfortunate situation, 
the Uniform Attending Physician’s Statements con- 
tain between 9 and 14 questions, some of which are 
optional by the insurance company, but rarely will 


a form contain all questions. Therefore, in com- 
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pleting these forms the questions are uniform for 
all of your patients. That is, you will never see 
more than the standard 14 questions. 

We are now conducting a survey to determine the 
number of our companies who are using these report- 
ing forms. As yet, we do not have the results, but 
we are confident that these forms are being placed 
in use more and more each day. There will come 
a day soon, I hope, when all companies will use 
these standard forms. I need not tell you how this 
will benefit the physicians. In order to reach this 
goal, however, it is essential that we work together 
for the benefit of vour patients and our insureds. 

I would like to say a few words about another pro 
gram of the Health Insurance Council. This we 
have called the Hospital Admissions Plan. This 
plan has been operating successfully in Richmond, 
Virginia; Columbus, Ohio; Birmingham, Alabama; 
Atlanta, Georgia; New Hampshire; and Connecticut 

When a policvholder enters a hospital, the admit 
ting clerk has no way of knowing whether the last 
premium has been paid on the policy, whether th 
illness is a pre-existing disease, or whether the wait 
ing period under the policy has expired. 

Under the Hospital Admissions Plan the insured, 
upon learning that he must enter the hospital, follows 
this procedure: The insurance company furnishes 


a “Physician's Pre-Admission Statement’ which is 


completed by the insured’s physician. This form 
contains only 8 questions concerning the preliminary 


diagnosis, by which the company may determine 


liability. The insured returns this form to the 
insurer and within a matter of hours the company 


furnishes a Certification of Benefits. This form out- 


lines for the hospital the amount of benefits payable 


for the particular period of hospital confinement 
On the reverse side of the Certification of Benefits 
is the Uniform Hospital Insurance Form. ‘This form 
functions as a uniform statement of claims to be 
furnished by the hospital. 

In the case of an emergency this same 
may be followed while the patient is confined 
hospital. 

It should be pointed out that the completi 
the Physician’s Pre-Admission Statement, by 
physician, is purely for the benefit of the patient. 
The object is to have the patient admitted to 
hospital as quickly as possible with the least am 
of anxiety at a time when assistance is needed 

Here, 


patient must have the complete co-operation 


again, in order for this plan to succeed, th 
of his 
physician, his hespital, and his insurance company 
working as a team. 
618-19 Mutual Buildin 


Richmond, Virginta 


Films Available 


A revised list of films available through the 
A.M.A. motion picture library has been prepared 
and copies are available upon request from Motion 
Pictures and Medical Television of the American 
Medical Association. This catalog lists 89 medical 


films suitable for showing to medical societies, hos 
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pital staff meetings and other scientific groups. The 
catalog also includes 45 health films of interest to 
physicians who may be called upon to speak before 
lay audiences such as service organizations, Parent- 


Teachers’ Associatiens, etc. 
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“Dizziness” as a Patient Complaint 


N THE COURSE of time every physician en- 

counters a multitude of complaints which lack 
specificity and which may arise from a number of 
unrelated histological or physiological defects. ‘*Diz- 
ziness” as a chief complaint is one of the more com- 
mon of this group of highly indefinite lay expressions 
of discomfort. 

In this communication, I shall endeavor to dissect 
“dizziness” into the various entities which initiate 
the complaint. First of all, the physician must ob- 
tain from the patient a more definite and workable 
complaint than that of “dizziness”; that is to say, 
it should be determined whether the patient is ex- 
periencing lightheadedness, vertigo, ataxia, muscle 
weakness, diplopia, blurred vision or some other 
sensation. One must then obtain full notes on the 
temporal aspects, mode of onset, precipitating fac- 
tors, means of alleviation, and of associated symp- 
toms. Following the history taking, a complete 
general physical and neurological examination is 
imperative. 

When the physician has collected the above data, 
he should be able to arrive at an etiological diagnosis 
in very close to 100° of such problems. 

In order to afford a means by which the physician 
is able to understand and recognize the possibilities, 
a classification of “Dizziness” is offered, as follows: 


“DIZZINESS” 
I—LIGHTHEADEDNESS 
A—Altered cerebral circulation. 
1—- PRECARDIAC 
(a) Carotid Sinus Syndrome (De- 
creased Pulse Pressure) 
(b) Postural Hypotension 
(c) Shock 
(d) Vena caval obstruction 
2—CARDIAC 
(a) Carotid Sinus Syndrome 
(Vagal Effect) 
(b) Stokes-Adams Attacks 
(c) Tachycardias 
(d) Aortic stenosis 
(e) Congestive heart failure 
Presented before Norfolk County Medical Society, De- 


cember 19, 1955, 
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3—POST-CARDIAC 
(a) Carotid Sinus Syndrome 
(Central effect) 
(b) Anemia 
(c) Cerebral arteriosclerosis 
(d) Hypertensive encephalopathy 
(e) Cerebral vasodilation 
B—-Muscular Extracranial Effects 
(C—Altered Cerebral Metabolism 
1—Intoxicants 
2— Hypoglycemia 
3——-Hyperventilation 
II—VeERTIGO 
1—Meniere’s Syndrome 
2—Labyrinthitis 
3—Internal Auditery Artery Occlusion 
4—Acoustic Neuroma 
5—Motion Sickness 
ITI—ATAXIA 
1—Cerebellar System Disease 
2—Dorsal Column Disease 
IV—MuscLe WEAKNESS 
1—Primary Muscle Disease 
2—Myasthenia Gravis 
3—-Peripheral Motor Neurone Disease 
4—Cortico-Spinal Tract Disease 
\V—ALTERATION IN VISION 
1—Acuity loss 
2—Extra-ocular Movement Abnormality 
ViI—Seizvures (EpILersy) 


I—LIGHTHEADEDNESS 

Certainly, most individuals who complain of ‘“diz- 
ziness” are, in fact, experiencing what can be more 
accurately defined as lightheadedness. This sensa- 
tion may arise from a wide variety of factors which 
are capable of producing either transient or per- 
manent alterations in cerebral circulation or metabo- 
lism, or sustained muscle contraction, 


1—PRECARDIAC 

In the so-called ‘tprecardiac” group of cerebral 
circulatory alterations, the lightheadedness, faint or 
seizure is due to diminished venous return to the 
right auricle: hence decreased cardiac output and 
resultant diminution in cerebral blood flow. 


Weiss described the triad of the Carotid Sinus 
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Syndrome and pointed out a “precardiac” mechanism 


of syncope in which a fall in pulse pressure results 
from stimulation of a hypersensitive carotid sinus. 
In this variety of the rare syndrome, the etiological 
clue rests in the reproduction of symptoms on pres- 
sure over one or the other carotid sinus in the neck 
with the concurrent demonstration of a significant, 
abrupt reduction in pulse pressure. Ephedrine may 
be of therapeutic value, but in the more severe cases 
surgical stripping of the sinus is indicated. 

Postural hypotension is almost always iatrogenic 
and is now frequently seen in patients who are re- 
ceiving ganglionic blocking agents or who have had 
a surgical svmpathectomy as treatment for hyperten- 
sion. The diagnosis is confirmed by the demonstra- 
tion of a significant fall in blood pressure, due to 
splanchnic pooling of blood, on assumption of the 
erect position. The disturbance can be corrected by 
alteration in drug therapy or by use of elastic leg 
wraps and an abdominal binder. 

Superior vena caval obstruction is not an uncom- 
mon complication of mediastinal tumor. ‘The result- 
ing impairment of venous return from the upper 
trunk. arms and head results in an increase in 
cerebro-spinal fluid pressure and cerebral edema. 
A sensation of lightheadedness results. In this cir- 
cumstance of increased intracranial pressure there 
is usually no papilledema since intraocular pressure 
rises comparably with the increase in venous pressure 
and the optic nerve is prevented from bulging into 
the eve. Treatment by carefully administered small 
exposures of the tumor to radiation may afford tran- 
sitory relief. 

Inferior vena caval obstruction may also produce 
lightheadedness through increase in venous pressure 
and resulting rise in intracranial pressure. Another 
lightheadedness related to inferior 
vena caval obstruction is that of transitory decrease 


mechanism of 


in venous return to the right auricle, as may cecur 
in late pregnancy when in the supine position, the 
pressure exerted by the gravid uterus obstructs the 
inferior vena cava. Lightheadedness ensues, due to 
reduced cardiac output. 


2—-CARDIAC 


In the “cardiac” group of syncopes, the light- 
headedness is an expression of decreased cerebral 
circulation, secondary to diminished cardiac output 
caused by changes in ventricular rate or to organic 
heart disease. 

It is in this category that the second type of 


carctid sinus syndrome is found. 


Afferent impulses 
trave] from the sinus over the glossopharyngeal nerve 
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and efferent impulses reach the heart via the vagus 
nerve. The result is asystole or marked slowing of 
ventricular rate. Atropine may successfully block 
the pathway and prevent syncope. 

The Stokes-Adams syndrome is also characterized 
by syncope, coma or even convulsions, as a mani- 
festation of asystole. Administration of sympatho- 
mimetic or parasympathetic-blocking drugs, such as 
ephedrine or atropine, may prevent or minimize 
attacks. 

The various ectopic tachycardias cause a shorten- 
ing of diastolic filling time with resultant decrease 
in ventricular output, so that, in general, if a ven- 
tricular rate of 180 per minute is exceeded, the total 
minute volume is reduced and cerebral circulation 
is so impaired that lightheadedness is experienced. 
Treatment is directed toward slowing of the ven- 
tricular rate. This is usually accomplished with 
digitalis in supraventricular tachycardias, though in 
some cases quinidine or pronestyl may be used. These 
latter drugs are indicated in ventricular tachycardias. 

Aortic stenosis often results in lightheadedness 
especially with exertion. Presumably, this is due 
to insufficient left ventricular reserve for preserva- 
tion of adequate cerebral circulation. Currently, 
treatment is limited to efforts toward maximal cardia 
compensation, though aortic valvulatory techniques 
may be forthcoming. Like aortic stenosis, conges- 
tive heart failure from any cause may produce syn- 
cope on exertion as a result of limited cardia 
reserve. 


3—Post-C arDIAC 


In the ‘“‘post-cardiac” group, the lightheadedness 
is a manifestation of a transient or fixed alteration 
in the circulatory state within the head, independent 
of cardiac output. 

The third variation of the triad of Weiss is that 
of syncope on carotid sinus pressure without sig- 
nificant fall in pulse pressure or ventricular slowing. 
It has been shown by Weiss that no remarkable 
reduction in total cerebral circulation occurs during 
attacks. It is likely that there is here a local reduc- 
tion of blood flow to the reticular substance of the 
brain stem and thalamus, upon which cortical ‘‘alert- 
ness” is dependent. Atropine and ephedrine are 
ineffectual in this situation, and surgical stripping 
of the sinus may be necessary. 

Anemia of significant degree may result in cere- 
bral ischemia severe enough for the production of 
lightheadedness. Treatment should be directed toward 
correction of the anemia and its cause. 


Cerebral arteriosclerosis is a frequent and, at 
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present, intractable cause of cerebral ischemia and 
hence lightheadedness. 

Hypertensive encephalopathy results in the symp- 
tom, probably because of the associated cerebral 
edema. It is best treated by newer, potent, hypo- 
tensive agents. 

The exact etiology of the lightheadedness, which 
accompanies cerebral vasodilatation, such as may 
occur with the use of drugs, i.e., nitroglycerine or 
priscolene, and in menopausal “hot flushes”, is not 
understood. 

In tense, anxious people, lightheadedness is a very 
common complaint. Here the persistent contraction 
of the scalp and neck muscles produces the sensation 
of giddiness or lightheadedness. Effective treatment 
must be based on better adaptation of the patient 
to his environment, though sedatives, reassurance 
and hot baths may afford temporary relief. 

Altered cerebral metabolism may result from in- 
toxicants, such as alcohol, barbiturates, or opiates and 
is corrected by removal of the offending agent. 

Hypoglycemia from any cause will produce light- 
headedness, faint or fit, especially if the fall in blood 
sugar is rapid. Removal of the cause, alteration 
in diet, and administration of intravenous glucose 
in the emergency state are indicated. 

The so-called “hyperventilation syndrome” is 
manifested by attacks of lightheadedness or giddi- 
ness, generalized weakness, aching pain in the left 
anterior chest and by frequent sighing respirations. 
Lightheadedness results from the alteration in cere- 
bral metabolism dependent upon the respiratory 
alkalosis produced by blowing off of carbon dioxide 
and the resultant reduction in circulating carbonic 
acid. The syndrome is a manifestation of anxiety 
and can be reproduced by having the patient inten- 
tionally hyperventilate. Relief from symptoms with 
any given attack is afforded by having the patient 
rebreathe carbon dioxide as in breathing into a paper 
bag. 


II—VERTIGO 


Vertigo may be defined as a sensation of abnormal 
motion in space. Méniére’s Syndrome includes ver- 
tigo as an outstanding svmptom. The syndrome triad 
also includes progressive deafness and tinnitus. Here 
the vertigo is explosive in onset and usually violent. 
The sensation of motion may be either rotational or 
one of heaving of the floor. It is usually associated 
with varying degrees of nausea and vomiting and 
may actually be accompanied by unconsciousness. 
The violent attack lasts from a few minutes to hours 


and a sensation of mild vertigo or unsteadiness may 


498 


persist for several days after the acute episode. 

Tinnitus with or without deafness in one or both 
ears may precede the attacks of vertigo for years, but 
these symptoms need not be noticed prior to the 
appearance of attacks of vertigo. If present, tinnitus 
is usually increased in volume at the time of the 
attack of vertigo. Audiometric examination reveals 
impairment of hearing of varying degree, first in the 
high frequency range. Cold caloric response may 
he normal, moderately depressed or moderately exag- 
gerated. Over a period of time, usually measured 
in terms of years, the deafness becomes total and 
the attacks of vertigo cease. The etiology of Méniére’s 
syndrome is unknown but may well be a vasoconstric- 
tion phenomenon as an adaptation or stress mani- 
festion. Ultimate treatment in severe incapacitating 
cases is surgical and involves either total or subtotal 
eighth nerve section or destruction of the labyrinth. 
In milder cases, salt restriction may be helpful and 
certainly, in some cases, alleviation of or better 
adaptation to stress factors may reduce the frequency 
of attacks. 

Labyrinthitis was at one time a fairly 
With the 


antimicrobial therapy this serious type of infection 


common 


complication of mastoiditis. idvent of 


is rare. Certainly, however, a form of labyrinthitis, 
which is probably an inflammatory disease of viral 
origin, is still fairly common. The illness is charac- 
terized by a rotational vertigo, often of magnitude 
sufficient to produce nausea and vomiting. The ver- 
tigo is exaggerated by any motion of the head and 
the patient is most comfortable lving on the affected 
side. This illness is self-limited and often is asso- 
ciated with symptoms of coryza. The vertigo is 
probably the result of hyperirritabilitv of the in- 
flamed labyrinth, 

Obstruction of the internal auditory artery or its 
parent vessel, the basilar artery, results in vertigo, 
When 


the basilar artery is involved, the vertigo is due also 


again secondary to labyrinthine dysfunction 


to vestibular nucleus ischemia. 

The vertigo associated with acoustic neuroma is 
invariably associated with loss of hearing due to 
involvement of auditory nerve fibers and the cold 
caloric test reveals a dead or very hypoactive laby- 
rinth. Here the vertigo is constant and progressive, 
as opposed to that of other syndromes. In this con- 
dition the cerebrospinal fluid protein is elevated to 
greater than 100 mg.%. Surgical removal of the 
tumor is indicated. 

Motion sickness is fairly readily diagnosed if it 
is ascertained that the vertigo and nausea are asso- 


ciated with some form of motion. The etiology of 
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the syndrome is not entirely clear, but it is probably 


due to stimulation of the relatively dormant superior 
semicircular canal. Treatment with a drug, such 


as Chlorpromazine may be of value. 


ITI— ATAXIA 


Ataxia may be defined as an instability of station 
and gait. The symptom may arise as the result of 
cerebellar svstem disease or of dorsal column disease. 

Cerebellar system disease occurs in a wide variety 
of illnesses. It may occur as an isolated defect, as 
in cerebellar tumors or cerebellar agenesis, or in 
combination with other lesions, as in the familial 


cerebellar ataxias. The signs of cerebellar disease 


include the ataxic gait, the inability to retain balance 
whether the eves are open or closed, tremor at rest 
and on intention, reduced resistance to passive stretch, 
impaired check and rebound, and “pendular’’ re- 
flexes. Contrary to popular belief, nystagmus is not 
a manifestation ef pure cerebellar system disease and 
when nystagmus is present, it is due to involvement 
of the adjacent vestibular nucleus. 

There is a syndrome of diffuse or midline cere- 
bellar disease of special interest which occurs occa- 
sionally after prolonged administration of barbi- 
turates or dilantin. The symptoms disappear several 
days after removal of the offending drug. 

Among the many complications of prolonged al- 
coholic intake is a little discussed problem of ataxia 
in which the only sign of cerebellar disease is the 
ataxia. The gait is usually not wide-based and ther 
Withdrawal of 
alcchol and institution of a good diet with vitamin 


are no features of lateralization. 


supplementation may decrease the difficulty, but, 
unfortunately, these measures rarely completely re- 
verse the ataxia. 

Dorsal column disease so interferes with the ap- 
propriate sensation of position in space as to preduce 
ataxia. Here the ataxia is distinctly greatest when 
the eves are closed or when the individual attempts 
to perform in darkness. Visual sensation is capable 
of compensating for the defect in position sense. 
Vibratory sense is also impaired, but touch is pre 
served, due to its dual pathways. Any neoplastic 
traumatic, demyelinizing or other lesion may pro- 
duce signs of dorsal column dysfunction, but two 
diseases classically preduce dorsal column disease. 
These are tabes dorsalis and subacute combined 
degeneration. The former is a manifestation of late 
syphilis, is almost invariably accompanied by the 
Argyll-Robertson pupil, and often by attacks of 
severe abdominal pains and burning pains in local- 


ized areas in the extremities. Adequate treatment 
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with penicillin may eradicate the syphilis but the 
posterior column disease often progresses despite the 
inactivation of the infection. 

In pernicious anemia there may be a neurological 
disorder involving the dorsal and lateral columns 
with resulting loss of position and vibratory sense 
and signs of cortico-spinal tract disease. ‘Treatment 
with vitamin Bys, intramuscularly, is indicated for 
life. The neurological disorder may be thus arrested 
but usually is not totally reversed. 


IV—Musc_e WEAKNESS 

Muscle weakness, especially of the lower extremi 
ties, may produce such alteration in gait as to cause 
Also, 


diffuse muscle weakness is often described by the 


stumbling and a complaint of “dizziness” 
patient as “dizziness”. The weakness may arise from 
a great variety of anatomical lesions. ‘Treatment, 
of course, depends on identification of the specific 


cause of the weakness. 


V— ALTERATION IN VISION 

Alterations in vision, especially if they be acute, 
may cause the patient to complain of “dizziness” 
This is especially true with the onset of blurred 
vision of optic neuritis or with the diplopia of 
myasthenia gravis. The unreal visual experience 
which results produces a sensation of giddiness or 
of imbalance. Treatment will vary with the caus 


of the visual dysfunction, 
VI—Servres 

A common aura of grand mal epilepsy is one of 
lightheadedness or faintness, and the syndrome of 
minor seizures is often interpreted as “dizziness” 
especially if the transient unconsciousness is not 
recognized. The diagnosis is suspec ted if a careful 
history is obtained. ‘The attacks may be _ better 
described by members of the family than by the 
patient himself. The electro-encephalogram is a 
useful, but not an infallible diagnostic aid and a 
therapeutic trial on anticonvulsant therapy may be 
necessary. Once the diagnosis is confirmed, appro 


priate, long-term anticonvulsant therapy is indicated. 


SUMMARY 

In summary, the problem of “dizziness” as a com- 
plaint has been reviewed. It was pointed out that 
this common complaint is very nonspecific. 

A classification of the complaint is offered in the 
hope of affording a useful approach to the problem 
and a discussion of specific syndromes was presented. 
1115 Colonial Avenue 


Norfolk, Virginia 
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Indeterminate or Low IT Waves 


ARIATIONS in the T wave of the electrocardio- 

gram are at times extremely helpful in the diag- 
nosis of cardiac disease. The normal T wave is 
usually upright with an amplitude of 2 to 5 mm. 
and 0.1 second in duration. ‘TT waves with less than 
1 mm. amplitude or 1 mm. inversion are considered 
abnormal but present a specific problem especially 
when there are no other changes in the electrocardio- 
gram. ‘This study is an attempt to correlate these 
minor T wave changes with the clinical picture. We 
have eliminated secondary T changes associated with 


QRS abnormalities or those individuals under the 


NATHAN BLOOM, M.D. 
LARRY K. MUSSELMAN, M.D. 
Richmond, Virginia 


Il. A ‘T wave of less than 1 mm. inversion when 
R wave was greater than 5 mm. 

III. Vertical heart. The changes such as I and 

Il occur in leads 2, 3, and aVf. (See Fig- 
ure 1.) 

IV. Horizontal heart. The changes such as I 

and II occur in leads 1, 2, aV1, V-4, V-5, 

and V-6 


V. Intermediate position of the heart. The 


(See Figure 2.) 


changes such as I and II may occur in any 
lead but are usually present in V-4, V-5, and 
V-6. (See Figure 3.) 


fe 
| | | | | 
| | } 
Figure 1.-—Vertical Heart: Low or indeterminate T wave in leads 2, 3, and aVf. 


influence of digitalis or quinidine. ‘The location of 
abnormal T> waves are dependent on the electrical 
position of the heart and the amplitude of these waves 
must be correlated with the amplitude of the other 
( omple Xes. 
The standards for indeterminate or low T waves 
were: 
I, A T wave of less than 1 mm. amplitude when 
R wave was greater than 5 mm. 


From the Department of Medicine, Heart Station, Medi- 
cal College of Virginia 


DIscUSSION 
The cases were selected from 1000 routine trac- 
ings taken at the Medical College of Virginia. We 
found in these 1000 electrocardiograms, eighteen 
cases with horizontal heart, seven cases with vertical 
heart, and six cases with intermediate position of 
heart. In the thirty-one with indeterminate or low 


T waves, twenty-four or 77 had hypertension. 
This was found mainly in those hearts which were 
horizontal or intermediate in position, In twenty-four 


of the horizontal or intermediate position hearts, 
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Figure 2..-Horizonta! Heart: 


Low or indeterminate T 


wave in leads 1, 2, : 


} Tre 


} } } } } 


Figure 3 Intermediate Position Heart Lo 


twenty-two or 91.7% 


In 
with vertical hearts only two had hypertension. 


had hypertension. those 


Radiologic or fluoroscopic evidence of enlargement 
of the heart was found in 16, or 6624 of the twenty- 
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ndeterminate 


r wave in leads 3, : 


four cases with horizontal or intermediate position 
hearts. 


Most of the cases with low or indeterminate l 


waves not only had hypertension and/or enlarged 
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| 
V1, V-4, V-5, V-6. 
i i 1 | | } } 
| 


hearts but also evidence of degenerative vascular dis- gestive of an abnormal cardiac state, usually asso- 


ease in other parts of the body. ciated with hypertension. In 6624°% of these the 
CONCLUSION heart was enlarged. Low or indeterminate T waves 
The finding of indeterminate or low T waves in in a vertical heart are not as important and may be 
a horizontal or intermediate position is very sug- considered a normal variant. 
Figu 


Cardiac 


Case | Age | Race} Sex Svmp- | Enlarge- Blood Cardiac Discharge Diagnosis 
toms ment Pressure | Position | 
| S4 & M 4 + 160/95 H HCVD ¢ ulcers of lower legs. 
2 78 \ M : + 210/95 H Senile cataracts, and HCVD. 
3 65 \ 2 150/100 H Cerebral thrombosis and HCVD. 
| iS \\ M 146/90 H Melancholia. 
5 16 \ M + 140/90 H Melancholia. 
6 39 130/80 H Cholecystitis. 
7 33 \ I 160/120 H Psychosis undetermined. 
70 170/100 H HCVD with leg ulcers. 
55 \\ + 220/128 H Carcinoma of abdominal wall. 
10 57 C M } 150/110 H Prostatic hypertrophy. 
11 57 \\ 220/128 H Cholecystitis. 
12 6] \\ \I + 174/100 H Diabetes and HASCVD. 
13 38 154/98 H Rheumatoid arthritis. 
14 54 C M + 164/100 H Anal stenosis and HCVD. 
15 38 & 2 + + 200/130 H Uterine fibroids and HCVD. 
16 73 C \l ' - 240/140 H Incarcerated inguinal hernia, and HCVD 
17 73 \ F 190/110 H Cerebral thrombosis and HCVD. 
Is 65 Cc 2 + 145/95 H Carcinoma, rectal. 
21 55 W F 120/80 V Chronic lung disease. 
22 19 \ M 140/85 V ? RLL lung lesion. 
23 15 C M 110/82 V Paraplegia, traumatic. 
24 50 C M 155/110 V Neuro-syphilis and HCVD. 
25 16 M + 150/80 V Alcoholism, chronic. 
26 16 W M : 140/90 V | Mvocardial infarction. 
27 30 W 135/85 V Diabetic acidosis. 
3 17 C I 160/90 I Eclampsia. 
1] 180/100 I Uterine fibroids and HCVD. 
33 35 \ M - + 192/110 I | Aleoholism, chronic. 
34 150/70 I Urethrocele: 
35 75 \\ I + 196/90 I HASCVD and Pneumonia. 
36 58 G 180/100 I Toxie thyroid. 


*Key to Figure 4 

Svmptoms: Positive (+) indicates the patient had dyspnea or chest pain. 
Cardiac Enlargement: Refers to radiologic or fluoroscopic findings. 
Diagnosis: Indicates discharge findings. 

H Horizontal position heart. 

V Vertical position heart 

I Intermediate position heart. 


1006 West Franklin Street 


Richmond, Virginia 


Monthly Report of Bureau of Communicable Disease Control 


Jan.- Jan.- Meningitis (Other) 29 119 
Sept. Sept. Sept. Sept. Poliomyelitis 84 59 177 266 
Rabies in Animals 18 29 246 86295 
-ellosis ‘ 2 2 2 . 

Brucetio Rocky Mt. Spotted Fever 9 7 46 44 
Diphtheria 1 3 24 18 $06 405 4676 5558 
Hepatitis (Infec.) 424 380 920 
Measles $1 52 23524 3744 lularemia 1 1 18 
Meningococcal Infections 4 1 65 72 Typhoid Fever 11 3 44 32 
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Current Currents 


“SOCIAL IN-SECURITY—The Trap Awaiting The Young M.D.” is must reading for 


every physician. The first part of this revealing article can be found in the September 
15 issue of the A.M.A. Journal, and you are urged to study its contents carefully. 


Many physicians have been confused by conflicting statements concerning the advan- 
tage and disadvantages of social security. Here is an article which analyzes the pro- 
gram from a physician’s point of view and comes up with some startling facts. 


SPECIAL ATTENTION is called to a news item on Public Law 728 published in this 
issue. This law provides regulations for surrender or seizure of heroin. The Bureau 
of Narcotics has requested that we stress the fact that no reimbursement will be made 
to registrants who surrender heroin or heroin compounds after November 19, 1956. 


THE MEMBERSHIP is invited to attend the Conference on the Aging and the Chron- 
ically Ill to be held at Richmond’s Hotel John Marshall on Thursday, November 8. 
The Conference, first of its kind in this area, is co-sponsored by The Medical Society 
of Virginia and the Virginia Council on Health and Medical Care. 


The program includes such outstanding speakers as Dr. Dean W. Roberts, Chicago; 
Dr. Walter O. Jahrreiss, Baltimore; Dr. H. B. Mulholland, Charlottesville; Dr. Mack 
I. Shanholtz, Richmond; Mr. J. Douglas Coleman, Baltimore; Mr. Corbett Reedy, 
Charlottesville, and Mr. Herbert V. Kelly, Newport News. 


THE AMERICAN MEDICAL ASSOCIATION has launched a study to learn what 
the hospital patient gets for his money. It will be the second phase of a three-part, 
five year study measuring medical services given to the American people by their phy- 
sicians. The survey is expected to cost approximately $100,000 and is the first of its 
kind—measuring services and not money spent. 


The results may possibly help bring about changes in hospital construction, medical 
education, health insurance rates, etc. 


The current questionnaire is being mailed to 7,000 hospitals and will help answer such 
questions as: Which ailments or conditions are sending most Americans to hospitals? 
Which are keeping them there the longest? How many beds are taken up by accident 
casualties, by pregnant women, by patients undergoing non-emergency surgery? 


“ON IMPACT”, a 15-minute documentary showing how the medical profession and 
the automotive industry are cooperating in a new approach to highway safety, is being 
sent this month to all television stations by the Ford Motor Company. Dr. Fletcher 
D. Woodward, Charlottesville, has a prominent part in the film. 
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WORK IS NOW UNDER WAY at federal and state levels on a new and permanent 
medical care program for persons in four public assistance categories. This program, 
authorized by the last session of Congress, can result in as much as $200 million in U.S.- 


state funds, being paid annually to physicians, dentists, nursing homes, hospitals and 
druggists. Money will be half federal and half state. 


In the event of a business recession, this fund could become much larger, since more 
persons would be forced to obtain public. assistance. 


Medical care funds furnished under this new program, which goes into effect July 1, 
1957, must be paid to the vendors of medical services, or their agents, by the states. 
The states themselves will decide on the methods for contracting with and reimburs- 
ing physicians. These decisions by state welfare agencies will have an impact on state 
societies and the profession. 


ORGANIZED PUBLIC RELATIONS, fairly new to the medical scene, recently re- 
ceived a vote of confidence from physicians. A nationwide survey, commissioned by 
AMA, reveals that 9 out of 10 doctors believe public relations should be an important 
or very important function of AMA. 


PR programs, according to the doctors interviewed, make for better understanding, 
establish AMA and its societies as the voice of the medical profession, and bring public 
and doctor together. Their influence in defeating government medicine is also ac- 
knowledged. 


Physicians in the South and East are less aware of PR program changes at the national 
level than physicians in Central and Western parts of the country. Physicians in the 
East are even less aware of revamped PR programs in their state associations than they 
are of changes in the national program. However, the reverse is true in the South where 
more physicians say they have seen changes in their state programs than they have on 
the national level. 


Physicians are not fully satisfied with PR achievements. Others who know AMA rate 
its public relations success higher than doctors do. Only one in five say the Association 
is not- doing a good enough PR job, but also about half (48%) of the doctors are not 
completely satisfied with progress. 


DO NOT FORGET the American Medical Associations’ 10th Clinical Session. The 
Session will be held in Seattle from November 27-30 and will be tailored for the gen- 
eral practitioner. It is intended to provide the family doctor with information about 
the latest special techniques, treatments, medicines and equipment. 


The center of activities will be Seattle’s Civic Auditorium, where scientific sessions will 
be held and more than 200 scientific and technical exhibits displayed. Headquarters 
will be the Olympic Hotel. 
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Clinical Evaluation of Atarax 


A Non-Barbiturate Calming Agent 


ECENTLY, the pharmaceutical industry has 
introduced several tranquilizing preparations 
which quiet overactive subjects and calm disturbed 
patients in a selective way. Three of these prepara- 
tions have an entirely different chemical structure. 
They are: meprobamate, a propanediol dicarbamate ; 
reserpine, an alkaloid derived from Rauwolfia ser- 
pentina, and chlorpromazine, a synthetic derivative 
of phenothiazine. To this group can now be added 
a fourth preparation known as Atarax* (hydroxy- 
zine), a piperazine-type derivative which appears to 
have less side effects than the other compounds. ‘This 
drug has been used extensively for the treatment 
of common anxiety and tension states, occurring in 
everyday life, by physicians in Mexico, Belgium, and 
other parts of Europe. 
Its pharmacologic and clinical action has been 
reported by several American and one Mexican in- 


CHEMISTRY AND PHARMACOLOG\ 
The generic name of Atarax is hydroxyzine. 
Chemically, the compound is designated as: 
1-(p-chlorobenzhydry]) -4-[-2-(2-hydroxyethoxy ) 
ethyl] diethylenediamine. 


MILTON ENDE, M.D. 


Petersburg, Virginia 


The hydrochloride of hydroxyzine is a crystalline 
solid readily soluble in water, and is, therefore, 
readily absorbed from the gastrointestinal tract. Its 
chemical structure (see table I)) indicates that it 
is related to a group of antihistaminic substances 
identical with respect to their basic benzhydryl and 
piperazine configurations.® 

The acute toxicity of hydroxyzine hydrochloride 
has been studied in mice, rats, and monkeys. When 
an oral toxic dose was given to mice, the drug pro- 
duced only depression prior to death. In rats, how- 
ever, tremor and ataxia were observed in addition 
to depression. Acute oral toxicity tests on 50 rats 
showed that the maximum dose tolerated was 850 
mg./kg., and the oral administration of 100 mg./kg. 
of bodyweight in five rats produced no mortality 
over 30 days; 4 out of 5 rats withstood daily feed- 
ings of 200 mg./kg. over a period of 30 days. Rats 
given hydroxyzine became quiet soon after the ad- 
ministration of the drug, and their movements be- 
came slower and steadier. However, as soon 1s the 
animals felt some threat from the outside they fled 
from the danger without loss of their usual agility 
and alertness. Monkeys having received acute oral 
doses of 25, 50, 100, and 400 mg./kg. of bodyweight 


STRUCTURAL FORMULA OF ATARAX 


*]. B. Roerig and Company, Division of Chas. Pfizer 
& Co., Inc. 
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exhibited no significant change in behavior other 
than emesis in the higher (200-400 mg.) dosage 
range. 
CLINIcAL DATA AND RESULTS 

Atarax tablets, each containing 10 or 25 mg. of 
hydroxyzine hydrochloride were administered to a 
consecutive series of 100 patients, consisting of busi- 
ness executives, laborers, and housewives, with va- 
rious degrees of anxiety and tension caused by the 
physical and mental stress conditions encountered in 
everyday life. In approximately 25% of the patients, 
anxiety states occurred in combination with organic 
illness. ‘The dosage ranged from 10 to 50 mg. t.i.d. 
and was adjusted upward or downward according to 
the response of the patients. The condition of the 
patients and the results of this study are shown in 


table II. In 


that 76 of the 100 patients treated responded favor- 


an over-all evaluation it can be seen 


sults. Most of the patients, however, were initially 
given from 10 to 25 mg. of Atarax t.i.d. and had a 
good to excellent response without further dosage 
adjustment. Of the patients with anxiety combined 
with other conditions, such as cardiac disease, with 
or without hypertension, cerebral arteriosclerosis, 
multiple sclerosis, diabetes mellitus, colitis, and ten- 
sion headache, Atarax was effective in 17 out of 24 
patients. Many of the patients in this study had 
previously been treated with other tranquilizing prep- 
arations, but had derived little or nao benefit. 


SUMMARY AND CONCLUSIONS 
Atarax tablets, containing 10 or 25 mg. hydro- 
xyzine hydrocloride, were administered to 100 pa- 
tients with mild to severe anxiety, depression, melan- 
cholia, and hysteria. In approximately 25° of the 


patients, organic diseases were diagnosed in addition 


TABLE II 


Resuvrs or 100 Partents ANXIETY AND 
Tension TREATED WitH ATARAX 


Range of 


Range of Diagnosis Daily — Excel-| Good | Mod-. Poor Side Total 
Age Dose/mg. lent erate Reactions Patients 
20-81 Anxiety 30-150 12 10 t 9 Itching in one 68 
case* 
20-5S Depression 75-300 0 0 } None 
55-61 Melancholia 90-150 0 0 0) 3 None 3 
56 Hysteria 150 0 Q) 0 ] None | 
25-80 Anxiety plus 75-150 2 12 3 7 None 24 
other condi- 
tions 
*Not definitely associated with the drug. vw 
Potal 100 


ably to the drug. The highest response occurred in 
the anxiety group where 59 out of 68 patients bene- 
fited by the treatment. Although doses up to 300 
mg. per day were administered to patients with de- 
pression and up to 150 mg. daily to patients with 
melancholia, the drug had no effect in these con- 
ditions. ‘The same was true of one patient with 
involutional hysteria. Six of the non-responding 
patients were psychotics who had to be committed 
to shock therapy. One patient (R.V.) with anxiety 
responded equally well to 10 mg. t.i.d. as to 25 mg. 
t.i.d., indicating that administration of higher doses 


does not necessarily result in better therapeutic re- 
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to anxiety states. The dosage varied from 10 to 50 
mg. t.i.d. and was adjusted according to the patients 
response. Of the 68 patients with anxiety, 59 had a 
moderate to excellent response, while 17 of the 24 pa- 
tients with anxiety combined with organic diseases 
responded favorably to treatment. Psychotic patients 


and patients with depression, melancholia, and 
hysteria did not benefit from therapy. No side effects 
were encountered, except slight itching in one patient, 


which was not definitely associated with the drug. 
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Heart 


An unusual case of successful restoration of heart 
function after it had stopped suddenly has been re- 
ported. Hand massage of the heart and artificial 
oxygen administration, begun in the hospital ward, 
were continued for 10 minutes while the patient 
was moved ‘through the corridors and up four floors 
in the elevator” to the operating room where electric 
shock was administered. 

The resuscitation procedure has usually been 
carried out in the operating room when the heart 
has stopped during surgery. A few “exceptional” 
cases have been reported in which patients whose 
hearts stopped while they were elsewhere in the hos- 
pital were rushed to the operating room for emer- 
gency treatment. 

As each new “exceptional” case is reported, the 
possible applications of resuscitation outside the 
operating room and even outside the hospital itself 
increase, the physicians said in the September 8 
Journal of the American Medical Association. 

The report was made by Drs. Herschel E. Mozen, 
Richard Katman and John W. Martin of the Uni- 
versity Hospitals of Cleveland and Western Reserve 
University School of Medicine. Dr. Claude S. Beck, 
noted Cleveland heart specialist, assisted them. 

There is little doubt that the ‘death factor” is 
small and may be reversible in many persons who 
fall over dead with a heart attack. In many cases 
in which the coordinated heart beat is destroyed by 
electric impulses accumulating in the heart, the heart 
is anatomically sound and ‘ought to be able to con- 


tinue beating.” ‘“‘Under favorable circumstances, the 
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Massage 


heart could be given a second chance to beat and 


some of these people might be saved.” 


Their patient was a 51-year-old woman with a 
history of rheumatic heart disease and other heart 
symptoms, who had been admitted to the hospital 
after she had fainted at home. The following day 
while she was in the ward, her heart suddenly stopped 
beating and the muscle began twitching. The chest 
was opened and within two and a half minutes hand 
massage of the heart was begun. Artificial oxygen 
administration—first by the “mouth-to-mouth” tech- 
nique and later by a tight-fitting face mask—was 
started immediately to prevent the cell damage that 
results if the brain is deprived of oxygen for longer 
than four minutes. With the oxygen system rees- 
tablished, the “emergency situation was under con- 
trol,” and it was decided to move the patient to 
the operating room for the second step the res- 
toration of a coordinated heart beat. Massage and 
oxygen administration were continued while she was 
moved to the operating room. One electric shock 
was given to the heart, and it resumed beating ex- 


actly 30 minutes after it had ceased. 

The patient’s recovery was uneventful except for 
minor complications which responded satisfactorily 
to treatment. She responded intelligently to ques- 
tions a few hours after the attack although she had 
a few minor lapses of memories in the first days. 
She walked out of the hospital five weeks later. She 
had no evidence of brain damage and her heart was 


beating regularly, the doctors said. 
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Volvulus of the Small Bowel 


LARGE PART of the practice of a general 
4 surgeon falls under the category of the acute 
abdomen. One of the most frequently missed diag- 
noses and one of the least understood problems is 
that of volvulus of the small intestine. This rela- 
tively rare condition produces such variety of symp- 
toms that it is attended with perplexing histories 
and confusing physical and roentgenological find- 
ings. Because of these factors small bowel volvulus 
is not well understood nor easily recognized, and it 


is accompanied by a high mortality rate. 


INCIDENCE 

The incidence of volvulus of the small and large 
bowel is about 10 per cent of all cases of intestinal 
obstruction in this country exclusive of incarcerated 
or strangulated hernia!™'*. It is generally thought 
that volvulus of the small intestine is less frequent 
than volvulus of the large intestines", However, in 
thirty most recent cases at this hospital there were 
fifteen of each, and in a series of fifty-three cases 
analyzed by Sweet!!, 68 per cent were of the small 
bowel. The higher incidence of volvulus of the sig- 
moid colon in Russia and other foreign countries may 
result from eating more roughage and coarse foods 
than we do. 

In either volvulus of the large or small bowel 
there is a definite predominance in males’. Vol- 
vulus of the small bowel may occur at any age from 
the newborn to the very aged**, and its frequent 
occurrence in these uncommunicative age groups adds 


to the difficulty in diagnosis. 


Congenital or acquired abnormalities usually pre- 
dispose to this condition. It is extremely rare for 
volvulus of the small intestine to occur in an other- 
wise normal peritoneal cavity’. About one-third of 
the cases result from congenital factors such as ano- 
malies of intestinal rotation or abnormal peritoneal 
bands. The majority of cases are secondary to 
acquired peritoneal adhesions with fixation of the 
bowel at a point about which it rotates. 


EMBRYOLOGY 
It is important to review the classical work of 


From the Surgical Service of the Medical College of 
Virginia. 
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ARMISTEAD M. WILLIAMS, M.D. 
Richmond, Virginia 


Dott? in 1923 and of Gardner and Hart? for a clear 
understanding of the anomalies of intestinal rota- 
tion. Dott states that in the fifth week of intrau- 
terine life the abdominal part of the alimentary tract 
is divided into three main divisions, the foregut, 
midgut, and hindgut. ‘These are based on form, 
blood supply, and function. 
distinct loops. 


In form there are three 
In blood supply the foregut is sup- 
plied by the coeliac axis, the midgut by the superior 
mesenteric artery, and the hindgut by the inferior 
mesenteric artery. In function they are primarily 
digestive, absorptive and excretory, respectively. The 
three segments of the digestive tract, each with its 
own segmental blood supply, can now be pictured 
lying in the embryo in a straight line on a common 
dorsal mesentery. 

The midgut, extending between the future duo- 
denojejunal junction and the future midtransverse 
colon, represents the segment which undergoes that 
change in position in which we are most interested. 
One must visualize that segment elongating rapidly, 
buckling forward, and herniating through the um- 
bilicus. At this point the bulging, herniated midgut 
rotates contraclockwise ninety degrees to lie in the 
horizontal plane. This completes the first stage of 
intestinal rotation at the end of two months of 
intrauterine life. The anomalies of the first stage of 
rotation are omphalocele, 


amniotic hernia, and 


exomphalos. 


The most important second stage of rotation then 
proceeds with the midgut returning to the abdominal 
cavity while turning one hundred and eighty degrees 
in a contraclockwise direction, so that the cecum 
travels from the left lower quadrant to the right 
upper quadrant, anterior to the duodenum. The 
anomalies of the second stage of rotation can be 
understood by picturing deviations from this posi- 
tional change. Nonrotation, with the return of the 
midgut to the abdominal cavity without the one hun- 
dred and eighty degrees rotation, leaves the cecum 
and appendix in the left lower quadrant, the sig- 
nificance of which is obvious. Volvulus of the mid- 
gut is predisposed by arrest of rotation so that the 
beginning and end of the midgut loop lie in juxta- 
position. Malrotation is the term given to numerous 
deviations from the normal rotation. The anomalies 
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such as internal hernia and reversed rotation can 
be considered as such deviations. 

The third stage of rotation of the midgut is per- 
haps neglected in its importance, since it represents 
the finishing touches in the process and its failure 
of completion can be disastrous (Case 1). The 
cecum, having reached the right upper quadrant at 
the end of the second stage, descends to the right 
lower quadrant and becomes fixed while the majority 
of the mesentery of the midgut becomes fixed in the 
final oblique line from the ligament of Treitz to the 
cecum. The lower duodenum, ascending, and de- 
scending colon are fixed in their normal positions. 
Anomalies of this stage are dependent upon the final 
resting place of the cecum and the appendix. Few 
of us appreciate the retrocecal or abnormally located 


appendix being an anomaly of intestinal rotation 


DIAGNOSIS 

Recognition of volvulus of the midgut, either from 
congenital or acquired cause, is extremely difficult. 
The fact that it may occur in the newborn child 
(Case 1), in circumstances such as the postoperative 
patient (Case 3), and in the aged individual (Case 
2) with such lethal consequences, should make one 
think of it in all cases of abdominal disorders. None 
of its features are pathognomonic but most often its 
picture is of intestinal obstruction’. Once the diag- 
nosis of obstruction is made “there is no way for 
the surgeon to decide with certainty whether he is 
dealing with a strangulated loop or not’’’. Morton! 
also states, “It is well, however, for the surgeon to 
keep in mind in the early period of an obstruction 
that he probably is dealing with a strangulation as 
he has no means of knowing it except by exploration.” 

In the newborn infant intestinal obstruction is 
most often secondary to some congenital abnormality®. 
In order to prevent delay in diagnosis and subse- 
quent gangrene of the bowel, one must keep volvulus 
constantly in mind when the infant has repeated 
vomiting, incurs abdominal distention, and develops 
obstipation. The vomiting usually is persistent and 
later projectile, and the first impression may be that 
of congenital hypertrophic pyloric stenosis. How- 
ever, the fact that it occurs twenty to thirty minutes 
after feedings, usually later than in pyloric stenosis, 
and usually contains bile, helps in this differentia- 
tion’. If the voivulus occurs suddenly and the 
occlusion at the duodenojejunal junction is tight, 
the symptoms are more severe and blood in the stool 
may follow the sudden vascular occlusion and sug- 
gest intussusception. If the volvulus is lower down 
and involving only a segment of small bowel, 


VotuME 83, NOVEMBER, 1956 


the symptoms may be later in appearance and the 
vomitus may become fecal. Therefore, the obscure 
symptomatology may delay the diagnosis until gan- 
grene has occurred. The diagnosis in the infant is 
easily confused with other congenital abnormalities 
such as anomalous peritoneal bands constricting the 
bowel, various atresias, pressure from tumors, and 
intussusception. If volvulus or other congenital 
anomaly produces only partial obstruction and op- 
eration is not carried out in infancy, the symptoms 
may recur and persist in milder forms up to adult 
life. 

Too often the diagnosis of volvulus is made at the 
operating table or the autopsy room rather than earl) 
enough to prevent its fatal results. Frequently the 
diagnosis is suspected, but because of the poor con- 
dition of the patient operation is not performed until 
the strangulated loop of bowel has become gan- 
grenous. If the patient is relatively young and 
sturdy, operation may be done early for intestinal 
obstruction, and when the volvulus is recognized it 
is easily corrected before gangrene has occurred. 

Early recognition of strangulation of the bowel is 
necessary for successful treatment. Evans and Big- 
ger® emphasized the dramatic onset of pain without 
intervals of complete freedom in the patient with 
strangulated intestinal obstruction. The patient is 
usually extremely ill and shock is thought to occur 
when the blood volume has dropped 25 per cent. 
This may occur fairly rapidly when one considers 
the repeated vomiting and loss of blood constituents 
into the lumen of the strangulated bowel and into 
the abdominal cavity. They* also emphasized the 
fact that the patient may assume a “position of 
relief”. Altogether, the diagnosis of strangulated 
bowel from volvulus of the small intestine is very 
difficult and one has to keep it in mind in order to 
avoid the catastrophic consequences. 


REPORTS OF THREE FATAL CASES 

Case 1—(Baby L.S.) This four pound fifteen 
eunce colored female infant was born after thirty- 
seven weeks gestation of a Gravida II, Para I mother 
whose prenatal course was uneventful until pre- 
mature delivery was brought on by partial premature 
separation of the placenta. The baby was apparently 
normal at birth. 

‘The baby vomited a small amount of glucose water 
on the second day and began vomiting greenish 
material on the fourth day of life. Also on the fourth 
day she passed four teaspoonsful of dark bloody 
stool. There was no evidence of shock and hemo- 


globin was 21.5 grams. Blood streaked stools were 
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passed again on the fifth day and she continued to 
vomit several times a day in spite of changes in 
feedings. The abdomen was intermittently distended 
hut the bowels continued to move with no more blood. 
Bowel sounds were intermittent and absent with 
distention. 

On the eighth day a lipiodol swallow was done 
showing complete obstruction at the level of the 
second part of the duodenum. Exploratory laparo- 
tomy was performed the same day and small bowel 
volvulus with gangrene of all of the jejunum and 
ileum except approximately six inches of the former 
and three inches of the latter was found. The 
volvulus was in a clockwise direction and the ter- 
minal ileum and cecum were found in the left upper 
quadrant. ‘his was due to the twisting and not to 
malrotation since the hepatic flexure was in its nor- 
mal position beneath the liver. Careful inspection 
of the duodenum was done and fluid moved freely 
in either direction, ruling out atresia or other anomaly 
in the duodenum. A resection of all the gangrenous 
small bowel was done and the free ends of the small 
bowel were then brought out as a double barrel 
enterostomy since primary anastomosis was not 
feasible. 

The baby did very well for nine days after oper- 
ation and was taking formula feedings well without 
vomiting. On the tenth postoperative day the child 
apparently aspirated a feeding and died. 

Comment: The course of this infant before opera- 
tion indicates the difficulty in arriving at an early 
diagnosis in infants. The numerous congenital 
anomalies such as atresia and annular pancreas 
causing duodenal obstruction also have to be con- 
sidered, but anomalies of intestinal rotation are to 
be thought of in any infant who does not do well 
with feedings during the early days. In this case 
the volvulus apparently occurred secondary to a 
failure of fixation of the cecum and right colon, a 
failure in completion of the third stage of intestinal 
rotation. 

Case 2. (H.B.) This 72 year old white male 
was admitted to the Medical College of Virginia 
Hospital on April 11, 1955, because of vomiting 
and cramping left upper abdominal pain of ten 
hours duration. He had a normal bowel movement 
early that morning. One month previously he had 
four tarry stools and he gave a vague history of 
cramping upper abdominal pain for several months 
relieved by passage of flatus. His general health 
had been good with no previous operation, but he 
recalled a blunt blow to his abdomen by a piece of 


wood fifteen years previously. 
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Physical examination revealed an elderly white 
male with cramping upper abdominal pain, moist 
skin, and blood pressure 90/?. There was slight 
abdominal distention with generalized guarding and 
moderate tenderness throughout. Tenderness was 
more marked in the left upper quadrant and later in 
the right lower quadrant. ‘There was no rebound 
tenderness, no mass felt, and bowel sounds were 
hypoactive. Rectal examination was not remark- 
able. 

Laboratory findings revealed hemoglobin of 19.6 
grams, RBC of 6.44, WBC of 21,600 with 92 polys 
and 8 lymphocytes, urinalysis showing specific grav- 
ity 1.028, albumin and sugar one plus, and 15-20 
WBC’s, B.U.N. of 48 mgm‘, and normal serum 
amlyase and electrolytes. 

Flat and upright x-rays of the abdomen were 
essentially negative. After the patient was hydrated 
with 1,000 cc 5% glucose the blood pressure sta- 
bilized at 110/70. The patient was taken to the 
operating room for proposed appendectomy, but after 
a test dose of xylocaine through an epidural catheter 
he became hypotensive. The operation was cancelled 
and after receiving 500 cc. blood and intravenous 
levophed the blood pressure was 150/90. 

Twelve hours after admission the patient’s con- 
dition became worse and he was again taken to the 
operating room. It was felt that he may have had 
had a mesenteric thrombosis and exploration was 
begun under local anesthesia. The patient expired 
just as the abdomen was opened and 2,000 cc. of 
dark hemorrhagic fluid was present free in the 
abdomen. A volvulus of the ileum to within one 
foot of the cecum was found with the ileum gan- 
grenous and twisted around an adhesion between the 
omentum and small bowel mesentery in clockwise 
direction. 

Comment: This case indicates difficulty in diag- 
nosis of the acute abdomen in the aged individual. 
The early development of shock in this patient should 
have given us a clue to the possibility of strangulated 
bowel, but the diagnosis of volvulus was scarcely 
entertained. Early operation obviously was the only 
possible way of helping this man, but as in many 
aged patients the risk of operation cannot be bal- 
anced without knowing the condition existing within 
the abdomen. This volvulus was secondary to an 
adhesion, probably acquired rather than congenital, 
and possibly resulting from the blow to his abdomen 
vears before. 

Case 3. (J.C.) This 41 year old colored male 
was admitted to St. Philip Hospital on July 5, 1955, 
with an incarcerated right inguinal hernia of six 
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hours duration. The hernia had been present for 
ten years and was never previously incarcerated. 
After he experienced cramping abdominal pain and 
later vomited he was referred to the hospital. 

Physical examination on admission revealed a 
well developed 41 year old colored male in acute 
pain with a large (10 cm. diameter) incarcerated 
hernia extending into the right side of the scrotum. 
Otherwise physical findings were negative except 
for lower abdominal distention, generalized tender- 
ness, and a few high pitched bowel sounds. 

Laboratory findings were negative with a normal 
hemoglobin, white count, hematocrit, and electro- 
lytes, and urinalysis was negative except for a one 
plus albumin. 

Shortly after admission operation was performed 
and 40 cm. of of ileum was found incarcerated in a 
right indirect hernia sac. After reducing the in- 
carcerated loop of ileum and dissecting and excising 
the hernia sac the bowel was re-inspected and ap- 
peared hemorrhagic with four inches of gangrenous 
bowel. The entire hemorrhagic loop was removed 
and end-to-end anastomosis done. A Cooper’s liga- 
ment repair was performed and the patient returned 
to the ward in good condition with a stable blood 
pressure of 140/80. 


Five hours after operation the patient became 
dyspneic and abdominal distention progressed in 
spite of gastric tube suction. Several hours later the 
blood pressure was unobtainable and transfusion of 
1,000 ce blood and a levophed intravenous drip 
brought the blood pressure to 110/75. 

Twenty-four hours after operation there was dull- 
ness and absence of breath sounds over the right 
chest. Chest x-ray showed a homogeneous density 
interpreted as massive atelectasis and it was at this 
time the patient became moribund. An emergency 
tracheotomy was performed and the tracheobronchial 
tree was clear when suctioned. The patient then 
expired. 

Post mortem examination revealed bilateral par- 
moderate bilateral 


tial atelectasis with pleural 


effusion. The abdominal cavity revealed a volvulus 
of the lower small bowel including the site of the 
ilecileostomy, with the suture line intact, but gan- 
grene of the involved ileum. 

Comment: This case presents a rare complication 
of volvulus in the immediate post-operative patient. 
It was felt that this patient may have had a leaking 
anastomosis postoperatively, but the occurrence of 
shock and abdominal distention failed to alert us 


to the possibility of volvulus or strangulated bowel. 
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SUMMARY 

1. Consideration is given to the multiple confusing 
factors which are present when the surgeon is deal- 
ing with volvulus of the small intestine, and in turn 
to the high mortality rate associated with it. 

2. The incidence of volvulus of the small intestine 
in this country is about equal to volvulus of the large 
intestine, and in some series*! is greater. 

3. The etiology of the disease is reviewed with 
emphasis on the importance of knowledge of the 
embryology of intestinal rotation, not only with its 
relation to volvulus but to numerous surgical condi- 
tions related to its anomalies. 

4. Various aspects are considered in the diagnosis 
of volvulus in the extreme age groups and under 
various circumstances, with emphasis on the need 
for early diagnosis of strangulated bowel. 

5. Three cases are presented to illustrate the 
occurrence of volvulus in the various age groups, the 


difficulty of diagnosis leading to the high mortality 


rate in both young and old, and the importance of 
constant awareness of its possible presence when 
least suspected. 
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Bronchial-Pancreatic Fistula 


A Case Report 


M** Fk. A. S., white female age 58, was taken 
acutely and suddenly ill September 30, 1942, 
with upper abdominal pain, nausea, vomiting and 
syncope. She was sent immediately to the Retreat 
for the Sick in an ambulance. Preliminary flat films 
over the upper abdomen showed no air beneath the 
diaphragm, no evidence of gallbladder or pancreatic 
calculi. 

October 1, 1942—Operation: Under ethylene- 
ether anesthesia a right upper rectus abdominal in- 
cision was made, On opening the peritoneum a 
large amount of sero-sanguineous fluid escaped, which 
inspection soon revealed to be coming through the 
Foramen of Winslow, and also through two necrotic 
openings in the gastro-hepatic ligament. The gall- 
bladder was normal in size and appearance, and the 
common duct appeared normal in size. The pancreas 
was very large. The omentum and visceral peri- 
toneum were covered with many fatty deposits as seen 
in acute pancreatitis. ‘Two large Penrose drains 
were placed in the Foramen of Winslow and two 
through the necrotic openings in the gastrohepatic 
ligament above the stomach. The wound was closed 
around these drains. 

Post-operative course: Convalescence was slow, 
but there was little pain and she did not appear 
acutely ill at any time post-operative. However, she 
did have a distressing cough with considerable ex- 
pectoration, and there were lessened breath sounds 
and dullness to percussion over the entire lower lobe 
of the left lung posteriorly. The wound drained 
freely until it gradually ceased, and on October 15th 
all the drains were removed. On October 20th the 
patient was discharged to be kept under observation 
at home. 

December 23, 1942: Patient re-admitted for study. 
Since October 20th her incision had re-opened spon- 
taneously several times discharging freely a thin 
translucent fluid. The last time the wound re-opened 
a Penrose drain was placed as far into the wound 
as it would go, which was several inches. However, 
the drainage was intermittent, and the patient no- 
ticed that while the wound was draining she had 
no cough, but when the wound ceased draining the 


cough and free expectoration returned. When there 
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was no drainage and no expectoration she became 
febrile and very drowsy and the upper abdominal 
pain and nausea returned. She also noticed that 
the fluid being expectorated caused much irritation 
in her throat so that she became very hoarse and 
there was some pain on swallowing. Lipiodol was 
injected through the tube in the right upper abdom- 
inal incision and x-rays were taken on December 
23rd. 

December 23, 1942: X-Ray Report. X-ray of 
the abdomen and chest. Abdomen: Tube in the 
upper mid-abdomen just to the right of the midline; 
this tube extends inward and backward to the left 
kidney area. Injection of Lipiodol showed some 
of the material extending back to the kidney area 
and then upward into the lower left chest. Some of 
the solution is posterior and to the left of the spine 
in about the area of the 2nd and 3rd dorsal vertebrae. 
Chest is negative except that the diaphragm on the 
left side is hazy with costophrenic angle obliterated. 

December 26, 1942: A soft fluctuating tumor ap- 
peared over the left kidney region in the loin. On 
December 27th, using novocaine infiltration, a large 
needle was inserted into this tumefaction and aspira- 
tion revealed a large amount of air and a little 
serosanguineous fluid. The tumor was incised and 
a small amount of the same fluid escaped. A large 
curved hemostat was introduced into the wound and 
it passed backwards and upwards several inches 
without meeting any obstruction. A large hard rub- 
ber drain was placed several inches into the wound 
and sutured in place. At the time this incision was 
made, the patient was running a high temperature 
and there was no cough and no drainage from the 
incision in the right upper abdomen, and tempera- 
ture immediately dropped to normal. 

March 5, 1943: Patient re-admitted for study. 
Since her last admission she has become emaciated. 
She has been taking pancreatic extract tablets, but, 
in spite of this, she suffers with diarrhea, charac- 
terized by large loose fatty stools. She has been on 
a low fat diet. Her wounds were still draining in- 
termittently and expectoration has also been inter- 
mittent. When the wounds drain freely there is no 
expectoration, but when the drainage ceases from 
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this source expectoration returns. Five cc’s of methy- 
lene blue aqueous solution were injected through the 
tube into the abdominal wound and coughed up 
shortly thereafter. 

*atient returned home to be kept under observa- 
tion. 

May 6, 1943: Patient re-admitted, acutely ill, 
complaining of upper abdominal pain, nausea and 
vomiting, fever and drowsiness. There is no drain- 


perature dropped to normal, and she was feeling 
better. Consultation notes of Dr. Bigger are as 
follows: ‘Diagnosis—Bronchopancreatic: fistula 
continue conservative treatment.” The patient was 
allowed to go home. 

May 31, 1943: Patient was re-admitted, acutely 
ill as before—drainage and expectoration had 
stopped. 


June 1, 1943: Operation. Upper midline incision, 


ATROPHIED 
GALLBLADDER 


age and no expectoration. There is marked dullness 
to percussion and absence of breath sounds over the 
entire lower left lung posteriorly. 

May 9, 1943: Patient seen by Dr. I. A. Bigger. 
A few hours before the consultation, the patient 
started coughing and expectorating freely, her tem- 
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under ethvlene-ether anesthesia. Many light adhe- 
sions were encountered cn opening the peritoneum. 
These were broken down easily but adhesions around 
the gallbladder were so dense the gallbladder could 
not be visualized, but it did not appear enlarged 


to palpation through the adhesions covering it. At 
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this point the patient stopped breathing. When she 
was resuscitated the anesthetist was afraid to con- 
tinue the anesthetic so the operation was discontinued 
and wound closed after placing several cigarette 
drains, using novocaine infiltration. 

June 12, 1943: 


mediately 


The patient was improved im- 
The 


drained freely and there was no cough or expectora- 


following the operation. wound 


tion. She was allowed to go home by ambulance 


Fig. 2.—This film shows lipiodol injected through the tube in the 


abdominal incision. All other films have been misplaced. 


with normal temperature, and all the drains in place, 
with free flow of thin translucent fluid. 
October 2, 1943: 


patient has improved steadily. 


Since leaving the hospital, the 
She is eating well, 
diarrhea has ceased, she has had no fever and no 
The 


drains were gradually extruded, ene or two at a time, 


cough. She has gained considerable weight. 


until the last one came away on August Ist. Present 
weight is 104 pounds. Her weight on leaving the 
hospital the last time was 70 pounds. 

From October 1943 until June 1948 the patient 
did well and gained weight from a low of 70 pounds, 
to 155 pounds. On June 14, 1948 she became acutely 
ill again. 


June 21, 1948: 
ether anesthesia. 


Laparotomy was performed, using 
Operative finding and operation: A right upper 
sub-costal incision was made. The abdomen was 
entered with considerable difficulty on account of 
adhesions between the stomach and peritoneum, also 
between the duodenum and peritoneum and_ the 
omentum. The gallbladder fossa was completely 
covered over by adhesions between the duodenum and 


Fig. 3.—This photograph shows scar from fistula over the 
left kidney region. 


the liver. These adhesions were freed with difficulty, 
and the gallbladder located and found about the 
size of a thumb, the cystic duct apparently being 
completely obliterated. Aspiration of this small 
gallbladder showed only clear fluid. On examina- 
tion of the duodenum, a tumor about the size of 
an acorn was felt in the region of the ampulla of 
Vater. The common duct was identified with con- 
siderable difficulty, and a small hypo needle intro- 
duced. A small amount of bile, which was very 
light in color was removed. No stones could be 
found at any point in the common duct. The duo- 


denum was then opened over the tumor and it was 
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found that the tumor was a stone in the ampulla 
about 1! cm. in diameter. An incision was made 
over the stone and it was easily removed. ‘This was 
followed by a flow of bile into the duodenum. A 
size #14 soft rubber catheter was introduced into 
the ampulla and passed easily into the common duct. 
Several cc's of bile escaped through the catheter. 
The bile 
did not appear to contain any mucus or sand. The 


More bile was aspirated with a syringe. 


bile tract was irrigated several times with normal 
salt solution, and then the incision in the duodenum 
was closed with 00 chromic catgut interrupted mat- 
tress sutures in three layers. Two Penrose drains 
were then placed deep in the wound, and the wound 
was closed in layers with 0 chromic catgut doubled, 
drains being brought out through the outer end of 
the wound. The skin was closed with black silk. 
Convalescence was uneventful. The patient left 
the hospital June 28th and enjoved good health ex- 


For the first time, Americans are spending more 
for hospital care than they are for physician services, 
according to an editorial in the September 22 Jour- 
nal of the American Medical Association. 

Personal expenditures for hospital services dur- 
ing 1955 were 3.13 billion dollars as compared with 
These 
figures, which appeared originally in the July. 1956, 
issue of Survey of Current Business, published by 
the U.S. Department of Commerce, “mark 1955 as 
a turning point in the history of medical economics”. 

In 1929 it was estimated that 959 million dollars 
was spent for physician services, while only 403 
By 1950, ex- 
penditures totaled 2.435 million for doctor services 


3.07 billion dollars for physician services. 


million was spent for hospital care. 


and 1.975 million for hospital services. Tn other 
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More for Hospital Care 


cept for frequent bouts of headache and dizziness, 
due to hypertension, which were relieved by bed 
rest for a few days. 

On June 24, 1956, eight vears after removal of 
the stone, the patient died of cerebral hemorrhage at 
the age of 72. 

I have not been able to find another such case 
reported in the literature. Doubtless there have 
been others, but apparently such a condition must 
be rare indeed. 

Grateful acknowledgment is made to the follow- 
ing doctors who saw this patient with me in con- 
sultation: Drs. I. A. Bigger, A. S. Brinkley, Dean 
B. Cole and G. A. Welchons. 
were made by Dr. 


The x-rav studies 
Hunter Frischkorn, associated 
with Dr. Fred Hodges. 

503 Professional Building 


Richmond, Virginia 


words, the physician’s share of the “medical care 
dollar’ declined from 33 cents in 1929 to 27.2 cents 
in 1955, whereas the hospital's share rose from 14 
to 27.8 cents. 

One reason for the rise in hospital service ex- 
penditures is that hospital services have expanded, 
the editorial said. More persons are hospital pa- 
tients and more babies are born in hospitals An- 
other reason is that hospital prices have risen more 
rapidly than physicians’ fees because hospitals are 
more exposed to inflationary forces. 

According to the Consumer Price Index, physi- 
cians’ fees in 1955 were 65.8 per cent above the 
1935-39 level as compared with an increase of 237.7 
per cent in the index of hospital room rates and 91.4 


per cent in the whole consumer price index. 
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Osteoma of the Frontal Sinus 


Case Report 


HERE ARE in the literature many case reports 

of osteoma of the frontal and other paranasal 
sinuses. Although the histology, frequency, loca- 
tion, and treatment are well known, the pathogenesis 
is obscure. 

During the past ten years at Cincinnati General 
Hospital, there have been nine cases of osteoma of 
the frontal sinus. The case with which this report 
is concerned, because of its size, is the only one 
which has required surgery, and we shall report it 
in detail. 


REPORT 

J.S., a 45 year old fireman, was first seen in our 
clinic in March with complaint of “stopped-up nose”, 
post nasal drip, and slight frontal headache of two 
months duration. No diplopia, dizziness, edema and 
other symptoms had been observed. Examination of 
the nose revealed slight deviation of the septum to 
the left with injection and slight hypertrophy of the 
turbinates most marked on the right. A small amount 
of mucoid secretion was noted in the inferior and 
middle meati on the right. Transillumination of 
the sinuses revealed decreased light transmission 
through the right frontal and maxillary sinuses. 
There was no tenderness and the remainder of the 
examination of the head and neck was negative. 

X-ray examination of the sinuses showed a large 
osteoma occupying most of a spacious right frontal 
sinus. 

After medical treatment, the nasal mucosa im- 
proved, but the headache persisted. Because of the 
size of the osteoma and persistent headache, surgical 
removal was advised. 

On admission to the hospital on May 3rd, history, 
physical, and routine blood and urine examination 
were not remarkable. The following day, the patient 
was taken to surgery and under endotrocheal anes- 
thesia, an external approach to the right frontal sinus 
was made. An incision was made below the medial 
two-thirds of the right eyebrow curving around the 
naso-frontal angle. The frontal bone was exposed 
~ SANTOS CERRI, M.D., University of Parma (Italy) 
On Fulbright grant at University of Cincinnati, Depart- 
ment of Otolaryngology. 


WILLIAM H. PIFER, M.D., Resident, Otolaryngology, 
Cincinnati General Hospital. 
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and the anterior wall removed preserving the supra- 
orbital rim. The osteoma which occupied most of 
the frontal sinus as a sessile mass was attached to 


the floor of the sinus and was removed in toto with 


the gouge and mallet. No mucus or secretion was 
noted in the sinus, and there was no sign of erosion 
of the walls. 


lined with normal mucosa. 


The naso-frontal duct was patent and 
With a curette, the base 
was smoothed to healthy bone. The wound was 
closed in layers and the patient was returned to the 
ward in good condition. He was discharged on the 
fifth post-operative day, and has been asymptomatic 
since then. 
PATHOLOGY 

Gross-——Specimen consists of an irregular bony 
fragment, solid, measuring 2.5 cm in diameter. The 
cut surface reveals a homogenous white solid appear- 
ance. 


Microscopic—Section reveals dense calcified bone 


VIRGINIA MepicaL MoNTHLY 


4 _ 
| 
— 
—— 
Bo 


in which some of the lacunae have lost their osteo- 
cytes. The stroma between trabeculi contain loose 
fibrous tissue and vascular spaces. No inflamma- 
tion is seen. Many of the layers of bone show diffuse 
dense sclerosis and some tendency to lamellation. 


Diagnosis: Osteoma, Right Frontal Sinus 


COMMENTS 

We have reported this case, as it was the only 
one encountered among the nine cases requiring sur- 
gical treatment, and the only one in which symptoms 
were due to osteoma. The others were not operated 
on as they were small and were not symptomatic. In 
the operated case, the symptoms of headache, post 
nasal drip, and obstruction were mild. 

In other cases reported, we found more evident 
symptomatology. Colver! reported symptoms of head- 
ache, cerebral paralysis, nasal discharge, vertigo, 
proptosis, and diplopia. 

Childrey’, however, reported some cases where the 
symptoms were absent or slight and stated: “Symp- 
toms may never occur unless the tumor causes ob- 
struction to the aeration and drainage of the sinus, 
presses on a nerve, or invades neighboring tissue. 
Symptoms depend on the direction of growth and the 
structures involved by it.” 

In the case reported by Brunner and Spiesman*, 
they found symptoms due to the complications such 
as change of personality and weakness of the left 
facial nerve and arm. 

Very rarely, some authors report cases in which 
pneumocephalus was produced, thus, opening the 
sub-dural space with resulting rhinorrhea. 

No agreement exists among authors as to the cause 
of osteomas. According to Carmody*, the most ac- 
cepted opinions number five: 

1. They are found at the junction of the frontal 

and ethmoid bones from embryonic cartila- 

ginous cells (Arnold). 

2. They generate from the frontal sinus perios- 
teum (Fettisoff). 

3. They originate from the diploe (Virchow). 

4. Inflammation provides the impetus. Sinusitis 


(Eagleton). Tuberculosis, Lues (Cushing). 


They are formed from ossification of polyps 
(Coquet). 

According to Vadala®, we think that the osteoma 
can be due to a new growth from an embryonal rest. 
The history of our patient does not reveal any trau- 
matic episode, but trauma may, at least, be a factor 
in stimulating growth. We do not feel it can be a 
primary cause, a view held by some authors. 
Osteomas are found in all the paranasal sinuses, 
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In the 
statistical report of 458 cases of Malan®, the fre- 
quency of occurrence of osteomas of the paranasal 


but the frontal is the most common site. 


sinuses was: frontal 39%, ethmoid 24%, maxillary 


9°, sphenoid 2%, and nasal cavity 5%. 

The most common age group for occurrence of 
frontal osteoma is between 15 and 25 according to 
Guns‘, who stated also that they are more frequent 
in men than women. 

The usual site of attachment is at the junction of 
the frontal sinus and the ethmoid bone. Many other 
sites are also reported; posterior plate( Coates and 
Kruass*), the upper lateral wall (Goodyear*), and the 
extreme upper part of the frontal plate (Johnston"™). 

This tumor grows very slowly and has very little 
tendency to recur, but as stated by Teed", the oste- 
oma is benign histologically but malignant clinically. 
The opinion of most authors is that operation should 
be carried out while the tumor is small, rather than 


after symptoms of extra sinus extension occur. 


CONCLUSIONS 

We have reported this case, because we believe 
that often mild and transient symptoms, little noted 
by the patient, may be the only indication of para- 
nasal sinus pathology, particularly due to a bony 
mass. 

For this reason, an accurate history, with a care- 
ful physical examination and proper roentgenograms 
should be routinely obtained in every case in which 
paranasal sinus disease is suspected. 

Also, we report this case as we feel surgery should 
be performed only when the osteoma is large, even 
though asymptomatic, and should be avoided when 
it is small. In this case, because of the probable 
slow continuous growth of the osteoma, the patient 
should be re-examined yearly. This is particularly 
true in the young patient as growth of the tumor is 
more marked with youth and may even cease in the 
aged. 

In our opinion, osteoma of the frontal sinus should 
be removed only when large enough to produce clin- 
ical symptoms or deformity. 


SUMMARY 

The authors report a case of frontal sinus osteoma 
with consideration of eight other cases. 

The authors state that often very few symptoms 
are present and that only the large osteoma should 
be removed with careful follow-up of the small 
tumors. 
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Tuberculosis in Elderly Patients 


The most unfortunate feature of tuberculosis in 
elderly persons is that it usually has no distinctive 
symptom. The cough, sputum, dyspnoea, slight 
dyspepsia and a general feeling of lassitude are all 
put down to increasing years. It is only when sud- 
den pain or haemoptysis occurs that the patient 


Mortality from 


The least tangible but probably the most potent 
factor in the existing favorable trend in mortality 
from tuberculosis is the general improvement in the 
standard of living. Greater earning power has made 
possible more adequate nutrition and better housing. 
Reduction in the average size of families has re- 
duced overcrowding, which in turn has lessened 
opportunities for the spread of infection. Where 
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becomes alarmed and seeks advice. It is then that 
advanced, old-standing disease is found, and the 
damage done from the wide distribution of tubercle 
bacilli from this focus of infection over a number 
of years can be visualized. F.R.G. Heaf. M.D., 
J. Royal Inst. Pub. Health and Hygiene, Nov., 1955. 


Tuberculosis 


economic levels have continued high, tuberculosis 
rates have fallen; when war or famine has inter- 
vened they promptly rise. It is more than coincidence 
that the levels of tuberculosis throughout the world 
are closely related to the economic level of the popu- 
lations concerned. Alton S. Pope, M.D. and John 
E. Gordon, M.D., Am. J. Med. Sciences, Sept., 
1955. 
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Case #182 
67 YEAR OLD colored female entered St. 
Philip Hospital with complaints of pain in her 


She professed 
to have been in good health until approximately four 


chest, cough, and shortness of breath. 


months before admission, when she developed a 
“cold” with a cough productive of thick white spu- 
tum. Shortly thereafter she began to notice palpi- 
tation, shortness of breath on exertion, and swelling 
of her ankles. Following administration of digitalis, 
these latter symptoms improved, but her cough con- 
tinued. Approximately three weeks before admission 
the patient fell out of her chair, following which she 
had an episode of vomiting and coughing and ex- 
pectorated a small quantity of blood. Following 
the fall she complained of intermittent pain in her 
left chest, at times a dull ache and at other times a 
sharp pain seeming to begin under the left scapula 
and radiating around the left costal margin to the 
lower substernal area. The pain occurred several 
times daily without relation to effort or position and 
lasted four to five minutes at a time. Two weeks prior 
to admission, cough had become more pronounced 
and there had been several episodes of mild hemop- 
tysis. She had also experienced some fever and 
She admitted 
that her appetite had been poor for a couple of 


night sweats during these two weeks. 


months and she estimated weight loss at approxi- 
mately 20 Ibs. She had also noted some difficulty 
She had 


also developed a rash on her legs which was at- 


in swallowing her food and medications. 


tributed to a reaction to penicillin administered for 
her “cold”. 

The past and family histories are essentially nega- 
tive. 

Physical Examination: ‘Temperature 102.4 (R), 
pulse 120, respiration 38, blood pressure 200/90, 
weight 115 Ibs. The patient appeared chronically 
ill and showed evidence of recent weight loss. She 
lay flat in bed without apparent discomfort. The 
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mucous membranes were pale. 


The fundi showed 
marked A-V nicking. The few 


were broken, dirty, and carious. 


remaining teeth 
The neck veins were 
flat. The trachea was in the midline and no masses 
were palpable in the neck. Chest expansion was 
noticeably diminished on the left. There was marked 
dullness to percussion in the left chest posteriorly, 
below the scapula and in the axilla. Breath sounds 
and fremitus were decreased over the entire left 
chest. Medium moist rales were present in both 
lung bases posteriorly, more marked on the left. The 
cardiac PMI was in the 6th left intercostal space 
in the anterior axillary line. The rhythm was regu- 
lar. There was a high-pitched, Grade II, diastolic 
murmur along the left sternal border and a short, 
Grade II, apical systolic murmur. 
than Po. 


A» was greater 
The abdomen was moderately distended 
with hypoactive bowel sounds, but otherwise nega- 
tive. There was mild sacral and ankle edema and 
a subacute exfoliative dermatitis of the lower legs. 
Pelvic and rectal examinations were negative. 
Laboratory Data: Hemoglobin 9.0 grams, RBC 
3,150,000, WBC 14,200 with 81 polys., 1 


mono., and 17 lymphocytes. 


Cus. 
Urine, specific gravity 
1.023 with a trace of sugar and otherwise negative. 
BUN 17 mgm. %. Serol- 
Multiple chest x-rays in various pro- 
jections revealed an 8 cm. oval mass at the left hilum 


which on lateral view appeared to be posterior. The 


Blood sugar 107 mgm.™%. 


ogy negat ive. 


left ventricle was moderately enlarged. 


The morning after admission the patient was 
coughing more and producing thick white mucus with 
bright red blood clots. She had developed auricular 
flutter with a 2:1 block and an apical rate of 142 
min. Cedilanid and digitoxin were administered 
cautiously during this day and by the following 
morning the rhythm was irregular and the apical rate 
approximately 100/min. A left thoracentesis was 
then done and 600 ecs. of cloudy yellow fluid ob- 
tained. Specific gravity 1.012, protein 4.1 grams %. 


as 


A total cell count was not done because the fluid 
clotted, but smears showed numerous polymorpho- 
nuclear leukocytes and were negative for tumor 
(Papanicolaou Class I1) and acid-fast organisms. 
One sputum specimen was negative for acid-fast 
bacilli. 

The patient became more comfortable following 
thoracentesis and coughing diminished. At 4:30 A.M. 
the next morning the patient was found to be resting 
quietly without specific complaints. At 6:30 A.M. 
she was found dead. An autopsy was obtained. 


CLINICAL DISCUSSION 

Dr. F. CoLtemMan*: Since shortness of 
breath is one of the primary complaints in this indi- 
vidual, it seems pertinent to discuss the mechanism 
of her dyspnea. Pulmonary function can best be 
divided into two parts: (1) Ventilatory—The func- 
tion concerned with movement of atmospheric air 
into and out of the lung. (2) Respiratory—The 
function concerned with diffusion of oxygen from 
the alveolar spaces into the blood, providing: a. 
adequate oxygenation of the blood; b. elimination 
of carbon dioxide. 

The ventilatory aspect of pulmonary function is 
largely mechanical and the major symptom of ven- 
tilatory insufficiency is dyspnea. The respiratory 
aspect of pulmonary function is largely physiochem- 
ical and the major symptoms of respiratory insuf- 
ficiency are those of anoxia, of which cyanosis is 
the most obvious. ‘The symptom of dyspnea pre- 
sented by this patient is primarily on the basis of 
interference with the ventilatory function of the 
lungs. There is a notable pleural effusion on the 
left and the mass either within the lung or medias- 
tinum also contributes to ventilatory insufficiency. 
Although the hemoglobin is not extremely low, nine 
grams, it may well contribute to altered respiratory 
function in the presence of ventilatory insufficiency. 

Some significance can be attached to the character 
of this patient’s cough, for it appears intractable 
and uncontrolled by medical therapy during the four 
months of her last illness. Improvement in cough 
should parallel improvement of other symptoms 
caused by a failing heart. The cough was productive 
of a mucoid sputum. Cough is initiated in the 
majority of instances by an intrabronchial stimulus; 
however, extrinsic bronchial pressure, or even pres- 
sure on the recurrent laryngeal nerve may excite 
cough. All too often the onset of serious pulmonary 
or cardiac pathology is characterized by the develop- 

*Associate Professor of Surgery, Medical College of 


Virginia. 
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ment of a cough which is attributed to colds, virus 
pneumonia, or pleurisy. Many patients with primary 
tumors of the lung are treated with antibiotics under 
these mistaken diagnoses delaying recognition of such 
tumors at times for months. A cough which persists 
for a pericd of three weeks or more or a change in 
cough habit should arouse suspicion of serious pul- 
monary or cardiovascular pathology. 

Three and one-half months after the onset of the 
present illness, mild episodes of hemoptysis devel- 
oped. Hemoptysis implies a break in the mucous 
membrane of the respiratory tree, irrespective of its 
etiology. Blood spitting is of serious significance 
and in the cancer age group implies cancer of the 
lung until proved otherwise. The mechanism of 
hemoptysis in this patient is not too obvious, but 
possible trauma to the chest must be considered. 
A fracture of the rib may lacerate the lung, or a 
contused wound of the lung may be unassociated 
with fractures of the thoracic cage and account 
for hemoptysis. Infection, tumors, aneurysms and 
cardiac disorders cause hemoptysis and will be dis- 
cussed in the differential diagnosis. 

Following the fall, pain developed in the left 
chest and was characterized by a dull ache at times 
and at other times it was sharp in character. The 
occurrence of pain several times daily, lasting four or 
five mintues, unrelated to effort and position, and 
radiating constantly around the left costal margin to 
the lower substernal area is not in keeping with the 
pain caused by rib fractures or contused wounds of 
the lung or pleura. Pleural pain is sharp and often 
fleeting in character. Dull chest pain is frequently 
caused by obstruction to the venous or lymphatic 
drainage of the lung. Saccular or fusiform aneu- 
rysms may produce a severe boring type of pain. 
Intractable and excruciating pain is caused by tumor 
invasion of the brachial plexus or intercostal nerves. 
This patient’s pain is not only unusual but bizarre. 
I will ask Dr. Mandeville to interpret the radiological 
findings. 

Dr. FREDERICK MANDEVILLE*: The PA film of 
the chest taken on July 23 shows a distinct density, 
8 cm. in diameter, which on lateral view appears 
to be in the superior segment of the left lower lobe. 
There is also a density in the region of the right 
subclavian artery. The arch of aorta shows calcific 
deposits. A.P. lordotic view minimized the impor- 
tance of this subclavian density. Aneurysms have 
been described but were not favored. Following a 
tap of 600 cc. straw colored fluid from the left chest 


*Professor of Radiology, Medical College of Virginia. 
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there is seen marked arteriosclerosis of the transverse 
aorta. Two days later the left lung appears con- 
gested and edematous, and a film taken two days 
later appears similar and there is not as much fluid 
There were no double 
I would like to 
know what the density in the superior seginent of 
(Fig. 1) 


in the left pleural cavity. 


contours to suggest aortic seepage. 


the left lower lobe is! 


Fig. 1.—-Chest x-ray. 


Dr. CoLEMAN: This patient has a good history 
for primary carcinoma of the lung. Cough, pain in 
the chest, and hemoptysis are the most common symp- 
toms of lung cancer. She is in the cancer age group, 
and were it not for other obvious findings, such a 
diagnosis would be seriously considered from the 
history alone. There are both physical and roent- 
genographic findings diagnostic of pleural effusion 
on the left. 


yielded 600 ce. of cloudy yellow fluid. 


Aspiration of the left pleural cavity 
Pleural ef- 
fusions associated with either primary or secondary 
tumors of the lung are not uncommon and are caused 
by pleural extension of the tumor, interference with 
venous or lymphatic drainage of the lung and pleura, 
or by infection. The absence of tumor cells in the 
aspirated fluid does not exclude a malignant lung 
tumor. The roentgenographic configuration of the 
spherical mass in the PA films, and inability to clearly 
define the lesion in a lateral view of the therax is 
sufficient evidence for me to exclude primary car- 
cinoma of the lung. Cancer of the lung of this size 
can usually be depicted with ease in the lateral 
chest roentgenogram. 

Primary tumors of the mediastinum must be con- 
sidered in the differential diagnosis. Localization 
of the tumor by lateral roentgenograms is of extreme 
importance; however, in this case the lateral view of 
the thorax was useless. Anterior mediastinal tumors 


are commonly of congenital origin, dermoid or tera- 
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toma. Tumors of the mid-mediastinum commonly 
belong to the lymphoma group and posterior me- 
diastinal tumors are largely neurogenic in origin. 
Frequently, tumors of the mediastinum are sharply) 
demarcated, rounded and circumscribed, but at other 
times they are ill-defined, irregular and infiltrating. 
The most common primary mediastinal tumors en- 
countered in the lymphoma group are lymphosarcoma, 
leukemic lymphoma, chronic myelogenous leukemia 
Hodgkin's 
disease, lymphosarcoma, and giant follicular lympho- 


and giant follicular lymphoblastoma. 
blastoma usually show marked widening of the upper 
mediastinum on both sides and the margins of the 
tumor are usually discrete, smooth or nodular. One 
type of intra-thoracic Hodgkin’s disease is character- 
ized by parenchymatous infiltration of the lung and 
leads to confusion in the differential diagnosis of 
perihilar densities. There is no history of a Pel- 
Ebstein type of fever, and the roentgenograms would 
lead me to exclude this type of Hodgkin’s disease. 
The leukemic group are usually associated with 
peripheral blood changes which aid in their identi- 
Neurofibroma, 
intrathoracic meningocele and aneurysm (fusiform 


fication, but they are notably absent. 


or dissecting) of the posterior mediastinum may not 
be depicted in the lateral roentgenogram of the 
thorax. Intrathoracic meningoceles are usually lo- 
cated in the superior and posterior thorax and appear 
as a shaply defined density in the PA roentgenogram. 
Neurofibroma of the posterior mediastinum appears 
as a sharply defined and dense mass, but its con- 
figuration may resemble the spherical tumor in this 
patient; however, a neurogenic tumor of this size 
could likely be delineated in the jateral film. 


Secondary mediastinal tumors may acccunt for 
mediastinal densities of this type and are occa- 
sionally so prominent that the primary is overiooked 
or not considered. Malignant tumors arising in the 
breast, esophagus, or lung are usually the primary 
sites. There is a history in this patient of difficulty 
in swallowing her food and medication and primary 
cancer of the esophagus with massive mediastinal 
metastases must be seriously considered. If this were 
true, one would expect the metastatic lesions to be 
better delineated in the AP roentgenogram and cer- 
tainly to be obvious in the lateral view of the 
thorax. 


The patient’s age, hypertension, and the associated 
generalized arteriosclerosis, manifested by retinal 
arteriosclerosis and calcific deposits in the aortic 
arch, is an excellent background for the development 


of an arteriosclerotic aneurysm. A negative serologic 
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test aids in exclusion of a luetic aneurysm, but 
arteriosclerotic aneurysms, fusiform, saccular, or dis- 
secting are also prone to develop in this region of 
the thoracic aorta. A more clearly defined and dense 
hilar shadow in the PA view would be expected if 
this were an aneurysm of the saccular variety. A 
fusiform aortic aneurysm of sufficient size in this 
location to produce severe pain would likely already 
have obstructed the left stem bronchus. At this time 
I cannot properly exclude a dissecting aneurysm, 

The febrile clinical course, leukocytosis and high 
polymorphonuclear leukocyte count certainly suggest 
infection, but a cough productive of only mucoid 
sputum does not support this contention; however, 
pneumonitis complicating the so-called “fluid lung” 
or cardiorenal disease is frequently overlooked. Tu- 
berculosis cannot be excluded on the basis of a single 
sputum examination or negative pleural fluid for 
acid fast bacilli. The presence of polymorphonuclear 
leukocytes in the pleural fluid rather than a notation 
as to a large number of lymphocytes does not support 
4 pleural effusion secondary to tuberculosis. The 
apical lesion on the right which partially cleared 
under non-specific medication is also contrary to 
the behavior of a tuberculosis infiltration. Fungous 
infections, Boeck’s sarcoid and silicosis could pos- 
sibly mimic the roentgenographic findings, but there 
are too many clinical manifestations which do not 
tit their consideration. 

Soon after admission 600 cc. of cloudy fluid was 
aspirated from the left chest. The absence of blood 
in the pleural fluid excludes a generalized mesothe- 
lioma of the left pleural cavity. A roentgenogram 
after aspiration of the chest disclosed marked clear- 
ing in the peripheral lung field on the left with 
clearing of the left costophrenic sinus. The spherical 
mass remains but in that it does not lie in the axis 
of the horizontal fissure on the left the interlobar 
accumulation of fluid can be excluded. A_ study 
of the pleural fluid is indicative of an exudate. The 
specific gravity of the supernatant fluid is 1.012, and 
the protein content is 4.1 grams. Numerous poly- 
morphonuclear leukocytes and clotting of the fluid 
is in keeping with an exudate; however, transudates 
with a high fibrin content will also clot on standing. 
The absence of organisms of either a specific or non- 
specific type does not exclude infection. 

I would like to direct vour attention now to the 
possible role that the heart plays in the clinical 
behavior of this patient. Obviously, the sympto- 
matic complex is in keeping with cardiac failure. 
Improvement of symptoms by the administration of 


§20 


digitalis while at home and again after her hospital 
admission is further proof of a failing heart. There 
is evidence of salt and water retention which is 
not uncommon in cardiac failure, irrespective of its 
cause. The interlobar effusion on the right, perhaps 
the pleural effusion on the left, the increased bilateral 
hilar densities (exclusive of the spherical mass on 
the left), and moist rales in the lung all indicate 
salt and water retention, so-called “wet-lung”. 


There is also dependent edema of the extremities and 


A Loans. 


Fig. 2.—Abscess cavity with lung hematoma and rupture site. 


sacral region. Attacks of syncope are not uncommon 
in cardiacs and may well account for this patient 
falling out of her chair. She was a hypertensive 
(blood pressure 200/90), elderly female with evi- 
dence of arteriosclerosis (marked AV_ nicking). 
There was a Grade IT diastolic murmur along the 
left sternal border and a Grade II apical systolic 
murmur with As greater than Ps. Such findings are 
inclined to lead one such as a surgeon to a diagnosis 
of hypertensive cardiovascular disease with cardiac 
failure; however, a wide pulse pressure exists in 
this patient and a Grade II diastolic murmur along 
the left sternal border suggests aortic regurgitation. 
The usual causes of aortic regurgitation are congeni- 
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Fusiform, syphilitic, ruptured aneurysm of descending 
thoracic aorta. 


tal heart disease, luetic aortitis, rheumatic heart 
disease, dissecting aneurysm of the aorta, coarctation 
of the aorta (154% to 20%), occasionally severe 
anemia, and bacterial endocarditis, acute or sub- 


acute. All causes of regurgitation in this patient can 


be reasonably excluded except rheumatic heart dis- 
ease, dissecting aneurysm of the aorta, and bacterial 
endocarditis. A history of fever for a period of two 
weeks, coupled with the heart murmurs should sug- 
gest bacterial endocarditis; however, no petechial 
hemorrhages in the conjunctiva or mucous membrane 
were noted and the fundi showed no hemorrhages. 
The urine was likewise negative for red blood cells 
but only one specimen was obtained. I believe this 
sufficient evidence to exclude bacterial endocarditis. 
Pulmonary hemorrhages are common in rheumatic 
heart disease (mitral stenosis) and this must be 
seriously considered as the likely cause of aortic 
regurgitation; however, it does not explain the spheri- 
cal mass in the left hilar region. The heart does 
not have the configuration of rheumatic valvular dis- 
ease and this leaves only one cause for the regurgi- 
tation, dissecting aneurvsm of the aorta. This 
pathology explains the bizarre type of thoracic pain, 
fever, leukocytosis, pleural effusion, aortic regurgi- 
tation, and the elongated density in the left hilar 
region. Local pressure of the aneurysm likely ac- 
counts for the dysphagia, and for the intractable 


cough which was unrelieved by digitalization. 


It is interesting to speculate on the exodus Jethalis 
of this patient, but there are two possible causes 
for her death. Auricular flutter developed soon after 
hospital admission which was later followed by 
likely auricular fibrillation. Embolization secondary 
to mural thrombus of the left auricle would have to 
be considered, but rupture of the dissecting aneurysm 
into the pericardiac sac or pleural cavity seems to 
be the most likely cause of death. 


> 


Fig. 4.-Wall of aneurysm showing loss of elastica and scarring. 
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Dr. F. Poitier CoLEMAN’s D1aGNosIs 


Ruptured dissecting aneurysm, 


PATHOLOGICAL DIAGNOSIS 
Ruptured syphilitic aneurysm resulting in lung 
hematoma and fatal hemothorax. 


DISCUSSION OF PATHOLOGIC FINDINGS 

Dr. Gordon R. HENNIGAR*: The heart weighed 
450 grams (normal 300) caused by left ventricular 
hypertrophy of hypertension, Fine scarring was 
evident. The aortic cusps were opaque and cartila- 
ginous in consistency with opacity of the endo- 
cardium beneath the valve ring. The former finding 
is interpreted as probably being old rheumatic val- 
vulitis and the latter as the reaction to the regur- 
gitation of the valve lesion. No rolling of the free 
margins of the cusps was demonstrated. The rigidity 
of the cusps and regurgitation would account for 
the systolic and diastolic murmurs recorded. The 


*Associate Professor of Pathology, Medical College of 
Virginia. 


coronary artery tree was the seat of marked coronary 
atherosclerosis. It is this lesion which I feel ac- 
counted for the chest pain some weeks before admis- 
sion of the patient. 

The findings in the lungs were most significant 
in the left lower lobe, in the uppermost portion. The 
superior segment of this lobe contained a 5 cm. 
bacterial abscess of approximately 7 to 14 days dura- 
tion. Throughout the entire lobe was both chronic 
organizing and acute pneumonia of two to three 
weeks duration, thereby accounting for the cough, 
sputum and evidence of infection, such as leuco- 
cytosis (Fig. 2). Below the abscess was an organi- 
zing and fresh hematoma containing approximately 
200 ces. of blood. This was caused by a ruptured 
fusiform syphilitic aneurysm of the thoracic aorta 
(Fig. 3). Histologically, the elastic tissue of the 
wall of the vessels had fragmented and was replaced 
by sear tissue (Fig. 4). Terminally there had been 
rupture of the aneurysm into the left pleural cavity 
with resultant hemothorax (1250 ccs.)—the probable 
cause of death. 


Reduce Baby Mix-Ups 


A procedure which would reduce the problem of 
baby mix-ups in hospital nurseries “to the vanish- 
ing point’ was described in an editorial in the 
September 22 Journal of the American Medical As- 
sociation. 

Although confusion sometimes leads to giving the 
wrong baby a harmless prescription, it rarely leads 
to the actual exchange of babies. However, this can 
still happen under present identification methods. 
Confusion sometimes arises because two mothers in 
the hospital at the same time have the same surname; 
because a single identification becomes detached from 
the baby, or because parents “get to wondering after 
they leave the hospital how the attendants maintained 
the identity of the babies.” 

Because photographs, footprints, handprints and 


fingerprints cannot be considered reliable as the 


sole means of identifying the newborn infant, the 
A.M.A. advocates that hospitals adopt the following 
procedure for identifying newborn babies. 

Each baby should be marked in the delivery room 
with two identification items which carry the mother’s 
full name, date and time of birth and some correla- 
Each 
time the baby comes to the mother, she should be 
informed that it is her responsibility to identify her 
baby by the marking. 


tion with the mother such as her fingerprint. 


When the baby and mother are discharged, one of 
the bands should be removed, preferably by the 
mother. After she had properly identified her baby, 
the removed identification should be pasted to the 
baby’s chart. The mother should then acknowledge in 
writing that this is how her baby was marked and 
that she identified it as hers. 
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Public Health.... 


Psittacosis 

In May, 1953, there was reported the first case of 
psittacosis in a human being in Virginia since 1949. 
During 1953, three additional cases were reported. 
In 1954 there were twelve cases and in 1955 there 
were ten cases. Through July, 1956, nine cases have 
been reported to the State Health Department. 

While the number of known cases has not been 
large in any one year, it is believed that the incidence 
of the disease has been due to exposure to infected 
parakeets which have become very popular pets. 
It is interesting to note that most of the infected 
parakeets have been bought from variety stores and 
have been shipped into the State from aviaries in 
other states. 

Foreign Quarantine Regulations of the Department 
of Health, Education, and Weifare, Public Health 
Service, exclude the importation of psittacine birds 
for the purpose of sale or trade. Interstate Quaran- 
tine Regulations prohibit the interstate traffic of any 
psittacine bird unless the shipment is accompanied 
by a permit from the State Health Department of 
the state of destination when required by such de- 
partment. Whenever the Surgeon General finds that 
psittacine birds or human beings in any area are 
infected with psittacosis and there is danger of 
transmission of psittacosis from such area as to 
endanger the public health, he may declare it an 
area of infection and prohibit the shipment of birds 
from the area. 

Virginia has no regulations regarding the ship- 
ment of psittacine birds because other birds may 
transmit the etiological agent of the disease, which 
is a specific virus. Psittacine birds are parrots, 
parakeets, love birds, etc. Other birds carrying psit- 
tacosis are pigeons, ducks, turkeys, canaries. In- 
fection of human beings occurs by inhalation of 
infected dried materials in the form of dust or from 
droplets coughed by infected patients. Birds that 
are apparently well occasionally transmit the infec- 
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tion. The incubation period is from 6 to 15 days, 
Recently the State 


Health Department received the report of an infec- 


an average of about 10 days. 


tion in a child who found a dead pigeon and plaved 
with it all day, finally winding up with a funeral 
for the bird. 

Infections are comparatively infrequent. Phy- 
sicians should suspect psittacosis when there are 
unexplained fevers, especially those accompanying 
A so-called 


“viral pneumonia” may be a case of psittacosis. 


an illness with respiratory involvement. 


Early treatment of the patient with tetracycline, or 
one of its analogues, should be instituted. It is 
important to obtain the patient’s blood serum as early 
as possible in the acute phase and again during 
convalescence to compare the two for a significant 
rise in antibody titer. The laboratory of the State 
Health Department should be contacted for instruc- 
tions in regard to the examination of suspected birds 
and directions as to the place of shipment of the 
same. If suspected birds have not died they should 
be killed and their bodies wetted with 5% lysol 
solution and they should be wrapped in cloths soaked 
in the solution to prevent dissemination of dust and 
spread of the disease to those handling the carcasses. 
They should be quickly frozen, packed in dry ice, 
and shipped by Air Express to the proper laboratory 
for examination and diagnosis. 

Emphasis should be placed on the importance 
of taking a careful history and the need to remember 
X-rays 


of the chest are helpful in arriving at a diagnosis 


to ask if there has been exposure to birds. 
in the human. Low antibody titers are found rather 
than high titers, but the significant fact is a rise 
in antibody titers. Alwavs collect blood from the 
patient in both the acute and convalescent stages of 
the disease to demonstrate a rise. 

All persons who acquire birds as pets or who 
work with them should be aware of the risk of 


psittacosis, 


Mental Health... 


Internships in Abnormal Psychology 


In September, 1953, the College of William and 
Mary and Eastern State Hospital instituted a joint 
work-study plan, combining graduate study at the 
College with an Internship in Abnormal Psychology 
at the Hospital. In return for half-time work at the 
Hospital, the interns receive a stipend sufficient to 
cover basic living and college expenses. ‘The pro- 
gram leads to the M.A. degree and is designed to 
provide a broad background in general, experimental 
and abnormal psychology to students who expect to 
continue graduate study beyond the Master’s level 
at other institutions. It is not intended to be a 
training program for psychometricians or other psy- 
chological technicians, but rather to serve as a sound 
basis for further professional education. A maxi- 
mum of two students are accepted each year. 

The work assignments of the interns in the Hos- 
pital have been flexible, the major criterion being the 
effort to provide the students with broad introductory 
experience in all departments of the Hospital in which 
their education may be furthered while at the same 
time their services can be useful. In general, first 
year students have spent a period of approximately 
three months each in the Nursing Service, in Social 
Service, and in Occupational or Recreational Ther- 
apy. The Psychology Department at the Hospital 
assumes general supervision, but direct supervision 
is exercised by the heads of the various departments. 
The second year is spent entirely in the Hospital 
Psychology Department. 

The interns thus far have been assigned first to 
the Nursing Service where they work on the wards 
in the capacity of attendants. Their work is varied 
as much as possible in order to enable them to 
become familiar with all aspects of the treatment 
program. They assist with electroshock, insulin and 
other special therapies as well as with routine ward 
duties. They have the opportunity to observe indi- 
vidual patients over a long enough period to become 
thoroughly familiar with them and to appreciate 
the changes which take place from day to day. The 


students have uniformly reported that they considered 


Contributed by M.A., Acting 
Chief Psychologist, Eastern State Hospital, Williamsburg, 
Virginia. 
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such experience of great value, regardless of what 
field of psychological work they later plan to enter. 
For the neophyte clinical psychologist, its value is, 
of course, inestimable. 

The second placement for the typical student is 
in the Social Service Department, where he serves as 
a Social Service aide. Here the students have an 
opportunity to become familiar with the problems 
created for (and sometimes by) the families of the 
mentally ill. Under the supervision of the Social 
Service Director, they interview relatives and learn 
something of the fundamentals of taking case his- 
tories. They have an opportunity at least to observe, 
and occasionally to participate in, other activities 
of the Social Service Department such as field in- 
vestigations, placement, and after-care clinics. This 
experience enables the interns to view patients, not 
just as isolated individuals, but as a part of a par- 
ticular social matrix. 

The interns’ work under the supervision of the 
Occupational Therapy Department varies with the 
interests and aptitudes of each student and with the 
needs of the department at a given time. One stu- 
dent spent the major portion of his O.T. assignment 
developing a soft ball program, including an “All 
Star” team which participated in the City Soft Ball 
League. Another is currently serving as assistant 
teacher in the Children’s Unit. In both instances 
a valuable contribution to the Hospital has been 
made, and the students have benefited by the oppor- 
tunity to work with patients in groups. 

The work in the Psychology Department during 
the second year also varies with the student’s inter- 
ests and abilities. At present, there is one student 
in this stage of training. He administers intelligence 
tests, assists with group therapy in the Children’s 
Unit, and participates in reseach projects conducted 
by various staff members. 

Thus far, the program as outlined appears to have 
been a successful combination of graduate study and 
practical experience with the mentally ill. The stu- 
dents who have participated have uniformly felt their 
hospital experience to have been a valuable one. 
The various department heads who have supervised 
the interns report similar satisfaction with their con- 
tribution to the therapeutic progam of the Hospital. 
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Public Relations... . 


What’s Cooking in Medical PR? 

Again I had the great privilege of attending the 
Public Relations Institute of the American Medical 
Association, which was conducted at the Drake Hotel, 
Chicago, August 29 and 30. Virginia was well rep- 
resented at this conference by Dr. W. H. Barney, 
Chairman of the Public Relations Committee of the 
Lynchburg Academy of Medicine, Dr. Harry C. 
Bates, Chairman of Public Relations of The Medi- 
cal Society of Virginia, Mr. Bob Howard, Executive 
Secretary, and Mr. Ed. Smith his assistant, and, of 
course, last but not least, yours truly. 

The theme of this meeting was, as shown in the 
title, “What's Cooking”. 


effects were perfect 


The local color and scenic 
The stage was decorated to 
represent an old fashioned kitchen in every detail. 
The old wood range, table, side board, churn, in fact, 
there was nothing like it. 

Every subject discussed was discussed by men of 
national importance. 

Beginning August 29, there was a discussion con- 
cerning “Local Science Fairs”, which was also en- 
titled “the 1956 PR Plum”. The Head Chef for this 
discussion was John E. Farrell, Executive Secretary 
of the Rhede Island Medical Society. 
this panel were Joseph H. Kraus, Coordinator, Na- 


Appearing on 


tional Science Fairs, James G. Burch, Director of 
Public Relations, Connecticut State Medical Society 
and Ralph Eades, Past-President, Porter County 
(Indiana) Medical Society. He was the only Doctor 
who appeared on this portion of the program. 
Following this discussion, there was a very in- 
teresting part of the program, labeled ‘Cooking 
School” and under this heading there were discussed 
Head 
Chef for this part of the program was Hugh Bren- 
neman, Public Relations Counsel, Michigan State 
Medical Society. 


‘Lessons for the Medical Society Newcomers”’. 


During this part of the program, 
the phases of how the state handles the lessons for 
the new members of the medical society was dis- 
cussed by Edward Clancy, Director of Public Rela- 
tions, California Medica] Association and John W. 
Pompelli, Executive Assistant Colorado State Medi- 
cal Society. In getting down to the local level of 
how county societies handle the lessons of the new- 
comer, this was discussed by Millard J. Heath, Ex- 
ecutive Secretary, Dallas (Texas) County Medical 


Society, and Harry A. Lehman, Executive Secretary 
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Jefferson County Medical Society of Louisville, Ky. 


Following each of these presentations, there was 
a question and answer period. The morning session 
was concluded by the premiere showing of The Case 
of the Doubting Doctor, which dealt with the Amer- 
ican Medical Association representation of a new 
membership indoctrination film. This film will be 
available for state and local societies and I can 
heartily recommend it as being of extreme vaiue. I 
earnestly hope that many of our chapters, both in 
General Practice and the component chapters of The 
Medical Society of Virginia will avail themselves of 
the opportunity of obtaining this film for showing 
at local medical meetings. 

Following the showing of this film we had a de- 
licious luncheon at which Head Chef Percy E. Hop- 
kins, M.D., Chairman, Committee on Public Rela- 
tions and Medical Service, Illinois State Medical 
Society, presided. The chief, and only after lunch 
speaker was David C. Phillips, Head, Department 
of Speech and Drama, University of Connecticut 
who talked on “Communicating Through Effective 
Speaking”. 

In my personal opinion, there are very few in our 
chapter who could not improve their public speaking. 
I am referring principally to the one and only Ed 
Haddock, who in my opinion is the best public speak- 
er that I have ever had the privilege of listening 
to. Ed, surpasses anybody that I have ever known 


would have 


and I feel that he among all of u 
gathered very little from this meeting, but I think 
that the rest of us could really have gained some 
pearls of knowledge had we attended this luncheon. 

Following the luncheon, there was a program on 
“Public Relations Recipe Contest”, at this the Head 
Chefs were C. Lincoln Williston, Executive Secre- 
tary, Texas Medical Association and Richard G. Lay- 
ton, Assistant Executive Secretary, Oregon State Med- 
ical Society. The subjects of recipes discussed were 
Family Health Record, Newspaper Advertising Series, 
Improving Doctor-Lawyer Relationships, PR Poten- 
tial of Medical Detail Men and Working with the 
Medical School, Promoting the Opening of a New 
Headquarters, A Society-Sponsored Safety Program, 
Medical Society Representation in Health Organiza- 
tions, Planning a Centennial Celebration, PR Value 
of Lay Awards, A Poison Control Program, Pre-Med 
Day for High School Students, Public Relations and 
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Rural Health, New Looks at School Health, Profit- 
ing from a Doctor Distribution Survey and the final 
discussion was Manning Health Exhibits. 

As you can see from the subjects covered in this 
afternoon session, there was very little of importance 
that was left out. In fact, we gathered so much 
knowledge, that at 5:30 we had to have a cocktail 
party because it was the cook’s night out. Believe 
me, judging from the material served at that cocktail 
party, if the cook had been present, I don’t know 
how we would have stood it. 

Beginning at 8:30 on the morning of the 30th, 
coffee and hot rolls were served from 8:30 until 9:15, 
at which time the program really got under way with 
the Legislative Stew and What Are the Best PR In- 
gredients. ‘The Head Chef for this part of the pro- 
gram was George H. Saville, Assistant Executive 
Secretary, Ohio State Medical Association. Under 
his program was discussed, Keeping on Top of Rou- 
tine Legislation, and on this part of the program 
the cooks were Dr. W. Harold Parham, Public Rela- 
tions Supervisor, Florida Medical Association, Wal- 
ter L. Portteus, M.D., Past-President of Indiana State 
Medical Association, and John F. Kiser, Assistant 
Executive Secretary of the Medical Association of 
Georgia. ‘These men gave us considerable informa- 
tion and help during their discussions. 

Following this, there was discussed, Blueprints 
for Specific Campaigns and on this part of the pro- 
gram, the chief speakers were Glenn W. Gillette, 
Associate Director of Public Relations, California 
Medical Association, who discussed the Trouble in 
Visalia. Chiropractic Legislation was discussed by 
Martin J. Tracey, Field Representative, Medical 
Society, State of New York and Repealing Naturo- 
pathic License Law, was discussed by M. L. Meadors, 
Executive Secretary, South Carolina Medical Asso- 
ciation. 

The latter part of the morning program, was en- 
titled, “What's Cooking for 1957”, Head Chef for 
this part of the program was Leo E. Brown, Director 
of Public Relations American Medical Association, 
and anyone who has ever attended a program presided 
over by Leo Brown knows that it is complete in every 
respect. During this symposium, there was discus- 
sions on the National Fire, by Ernest B. Howard, 
Assistant Secretary, American Medical Association, 
on the State Society Fire, by Lester H. Perry, Ex- 
ecutive Secretary, Medical Society of the State of 
Pennsylvania, Donal L. Taylor, Executive Secretary, 
lowa State Medical Society and the final discussion 
was on the County Society Fire with Steve Yates, 


Executive Secretary, Jefferson County, Birmingham, 
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Alabama Medical Society and Harold N. Howell, 
Executive Secretary, Medical Society of the Coun- 
ties of Oneida, Herkimer and Madison of New York 
State. 

When this was over, we had absorbed about all we 
could for the morning session and then enjoyed a 
delightful luncheon at which the head chef was 
Stephen T. Donohue, Assistant Director, Depart- 
ment of Public Relations, American Medica! Asso- 
ciation. The Chief Speaker and only speaker on 
this luncheon portion of the program was Robert W. 
Gentry, M.D., Los Angeles, Chairman, Physicians 
Advisory Committee on Television, Radio and Mo- 
tion Pictures, American Medical Association, who 
discussed The Medical Profession and Network Tele- 
vision. 

The final and afternoon portion of the program was 
designated Radio Television Workshop on Local 
Programming. The head Chef on this part of the 
program was James R. Fox, M.D., Radio-TV Co- 
ordinator, Minnesota State Medical Association. The 
following subjects were discussed, Initiating a Radio 
or Television Health Series, by James H. Gosman, 
M.D., Chairman, Public Relations Committee, In- 
dianapolis Medical Society, Production Plans and 
Source Material, In Radio Shows, by John ©. Ka- 
donsky, Public Relations Manager, Medical Society 
of Milwaukee County and In Television Shows, 
John F. Rineman, Staff Assistant, Medical Seciety 
of the State of Pennsylvania. Also, there was dis- 
cussed, Putting the Show on the Air. Concerning 
this program the principle speakers were Sheldon 
Goldstein, Director of Radio-Television, Station 
KUOM, University of Minnesota, Dr. Robert C. 
Parkin, Assistant to the Dean, University of Wis- 
consin Medical School who discussed Some Examples 
of Successful Shows, and Warren Bush, Director, 
Television Station WXIX, who discussed Television 
Programs. 

The final portion of the evening program was 
Kinescope Examples of Local Programming. This 
was discussed by Ray Stewart, Director of Public 
Relations of the Iowa State Medical Society. Fol- 
lowing this there was a question and answer period 
and then the meeting adjourned. 

One of the final discussions of this program of 
the conference was that the A.M. Radio concerning 
ancient medium was on the way out and it was to be 
replaced by F.M. and T.V. They also stated that 
two great medical shows had been completed in the 
United States. One was the National Democratic 
and the other was the National Republican conven- 


tions. Also, we were informed that there was to 
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start soon this fall another series of Radio and Tele- 
vision programs entitled Black Medicine, which dealt 
with medical quackery. 


The other program which 


County Society Officers’ Conference 


Featured on the program of the County Society 
Officers’ Conference were left to right: Chuck Davey, 
former welterweight contender and now an insurance 
executive, Detroit; William L. McGrath, Employer's 
Delegate to ILO, Cincinnati; Dr. William Kennard, 
Assistant Director, AMA Washington Office; Dr. 
John Wyatt Davis, Jr., Vice-Chairman, Public Re- 
lations Committee, The Medical Society of Virginia, 


Lynchburg; John O. Moore, Director, Cornell Uni- 


Physicians today are giving more and more atten- 
tion to treating patients as a whole; not the disease 
alone. The nation’s 76 approved four-year medical 
schools are recognizing this fact, too. 

A recent report by the American Medical Associa- 
tion says that greater emphasis is being placed on 
such factors as the patient’s emotional tone, condi- 
tions of employment, habits of living and other 
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Study Patient 


is to start this fall and will be available for local 
and state medical societies to sponsor is entitled your 
doctor advises. 


Joun Wyatt Davis, Jr., M.D. 


versity Crash Injury Research Project, New York, 
and Dr. Harry C. 


Relations Committee, The Medical Society of Vir- 


Bates, Jr., Chairman, Public 


ginia, Arlington. 
Many of the paper presented at the Conference 
will be published in the Virginia Medical Monthly, 


and the membership is urged to give them special] 


attention. 


As A Whole 


features of daily life “which often determine proper 


diagnosis, treatment and prevention.” 


Knowledge of the patient, it is felt, may lead to 
Not only 


the diagnosis but also the treatment of the patient 


more accurate diagnosis of the disease. 


can be determined by knowledge of his constitutional] 


make-up. 


to 
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Woman’ Auxthary.... 


New President 

Alice Liggan, nee Alice Heckler, born in Rich- 
mond, attractive and busy wife of Dr. Lee S. Liggan 
—one of Lancaster County’s most beloved and out- 
standing physicians—was installed as president of 
the Woman’s Auxiliary to The Medical Society of 
Virginia in October. 

Gifted and talented in so many ways, we, who 
have watched her many and varied interests and 
activities, have marveled that “One small head could 
carry all she knew’. When this new honor was 
bestowed upon her, she will, in turn, bring honor 
to the Auxiliary. 


Mrs. L&E S. LIGGAN 
President, Woman's Auxiliary 


After a happy girlhood spent in Richmond, she 
married Dr. Liggan, veteran of World War I, who 
served with honor with Base Hospital No. 45. Their 
home was brightened by the arrival of a little daugh- 
ter in 1926 who “entered spotless on eternal years”, 
in 1928. After this Mrs. Liggan took a chemical 
laboratory technician’s course in order to be of help 
to her husband in his office. She also assisted in 
clerical and secretarial work. 


Not long after this, a scn was born to Dr. and 
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Mrs. Liggan and today they are happy grandparents 
of two little grand-daughters. It is nothing but a 
pleasure for her to travel two hundred miles to baby- 
sit with them! 

In 1934 Dr. Liggan decided to live in Irvington 
and one has only to enter their home to realize that 
before all else in her busy life, Mrs. Liggan places 
the welfare of her home and its occupants. 

She is a devout member of the Methodist Church 
where she has served as Superintendent of the Chil- 
dren’s Division, Superintendent of Young People’s 
Division, Secretary of Student Work for the Rappa- 
hannock District, President of the Woman’s Society 
of Christian Service and in other offices. 

After moving to Lancaster County, her friends 
urged her to hold classes in Expression and Voice, 
and, realizing how gifted she was, various clubs 
claimed her time and talents. She served as Presi- 
dent of the Woman’s Club of Lancaster County dur- 
ing war years when only by her never failing will 
and interest, the club was able to function well and 
do its part in war time activities. Kits were made 
for women in the service; she had service women 
speak before the club on women’s obligations in time 
of war, and a booth to secure women volunteers was 
put in operation under her direction. 

She served as Chairman of Salvage Collection in 
Lancaster County, was Chairman of Irvington 
Branch, A.R.C., completed A.R.C. Home Nursing 
Course, took training for a medical aid, collected 
clothing for Bundles for Britain and was a member 
of its Fund Raising Committee. She served as a 
member of the Advisory Council of the Civil Air 
Patrol, was a member of its State Advisory Council 
and served as a plane spotter. 

She was three times president of the Woman’s 
Auxiliary, Adams Post Number 86 American Le- 
gion, and also served as chairman of its various 
committees. She is past president of the Parent- 
Teachers Association of Irvington and Chairman of 
the Woman’s Auxiliary to the Rappahannock River 
Yacht Club. 

Later on she became interested in the work of 
The Order of the Eastern Star, in which her work 
was also outstanding and her record impressive— 
Past Matron, K. C. Chapter Number 5, Past Grand 
Matron of the Grand Chapter of Virginia, and since 
1953, Grand Lecturer. 

Now we come to her record in the world of medi- 
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cine—President of the Woman’s Auxiliary to the 
Northern Neck Medical Association, Vice Piesident 
and Recording Secretary and now President of the 
Woman’s Auxiliary to The Medical Society cf Vir- 
ginia. 

Having had the pleasure of knowing her well and 
watching her in sickness and health, so filling her 
life with things worthwhile that there were no dull 
days, always giving help and encouragement to 
others who found them dark, we, her host of friends, 
wish her well as she takes her place as President 
of the Auxiliary. Those of us who are members of 
the Auxiliary and other organizations to which she 
belongs want it known that in the many vears of 
the past ““None have known her but to love her and 
none have named her but to praise.” 

ELIZABETH COMBS PEIRCE 


Alexandria. 
This Auxiliary, under the leadership of Mrs. 
James B. Gilbert, held its opening meeting on Sep- 
tember 25th at the home of Mrs. Adrian J. Delaney. 
The speaker was Dr. John E. Zearfoss, advisor to 
the Auxiliary from the Alexandria Medical Society. 
A luncheon for prospective members was held re- 
cently at the home of Mrs. Richard E. Palmer. 


Graduate 


One in seven physicians in this country is taking 
graduate medical training either as an intern or a 
resident. According to the annual report on intern- 
ship and residencies, prepared by the American Med- 
ical Association’s Council on Medical Education and 
Hospitals, the number of medical school graduates 
taking further training continued to increase in 1955- 
56. (J.A.M.A., September 15, 1956) 

There were 9,603 graduates serving internships 
in 1955-56, an increase of 537 over 1954-55, while 
21,425 were serving residencies, an increase of 931 
over the preceding year. The training was offered 
by 1,373 council-approved hospitals. 

Eighty-three per cent of all available internship 
positions were filled last year as compared with 82 
per cent in 1954-55. The percentage of filled resi- 
dency positions also increased from 80 to 81 per 
cent. The slightly higher rate of filled positions is 
accounted for by the number of foreign medical 
school graduates taking training in American hos- 
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The annual dinner-dance, sponsored by the Aux- 
iliary, will be held on November 3rd at the Belle 
Haven Country Club. The Auxiliary will also spon- 
sor a play by the Little Theatre of Alexandria on 
November 29th. 

Officers for this Auxiliary are Mrs. Gilbert, presi- 
dent; Mrs. H. Glenn Thompson, vice-president and 
president-elect; Mrs. John C. 
Mrs. Robert H. Anderson, corresponding secretary; 


Watson, treasurer; 


Mrs. William H. Young, Jr., recording secretary, 
and Mrs. William J. Weaver, parliamentarian. 
Mrs. Ciirrorp A. WEBB, Publicity Chairman 


Southern Medical Association. 

This Association will celebrate its Golden Anni- 
versary in Washington, D. C., November 12-15. The 
Mayflower Hotel will be headquarters. Please make 
plans now to attend this wonderful meeting and enjoy 
all the many social events planned as well as the 
scientific exhibits. 

Isn’t this the most excellent opportunity to renew 
old acquaintances and make new friendships while 
enjoying the good times being planned for us by Mrs. 
Also it 
will be such a thrill to visit all the interesting sights 


Hunter and her co-workers in Washington. 


of our own Capitol City. 


Training 


pitals, the report said. Approximately half of all 
positions not taken by American graduates are filled 


by foreign graduates. 

Since 1914 there has been an increase of 44 per 
cent in the number of approved hospitals and an 
increase of 275 per cent in the number of intern- 
ships offered. 

There has been an increase in the average monthly 
Hospitals affiliated 
with teaching institutions raised their stipends from 
an average of $87 in 1954 to $121 in 1955, while 
nonaffiliated hospitals raised theirs from $136 to 
$169. 
be a decisive factor in choosing an internship, since 
the affiliated hospitals had more positions filled than 
did nonaffiliated hospitals. 


cash stipend paid to interns. 


Financial consideration was thought not to 


The council now approves residencies in 30 spe- 
cialties and sub-specialties, including aviation medi- 
cine which was added last year. 
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Book Announcements... . 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will 
be published shortly after the acknowledgment of 
receipt. However, we assume no obligation in return 


for the courtesy of those sending us same. 


Of Water, Salt and Life. An Atlas of Fluid and Elec- 
trolyte Balance in Health and Disease. Lakeside 
Laboratories, Inc. Milwaukee, Wisc. 1956. 72 pages 
with 31 color plates. Cloth. Price $7.50. 


Observations on Kreziozen in the Management of 
Cancer. A. C. IVY, Ph.D., M.D., Distinguished Pro- 
fessor of Physiology and Head of the Department of 
Clinical Science, University of Illinois, etc. JOHN 
F. PICK, S.B., M.M., M.D., Head of the Department 
of Plastic Surgery, Columbus Hospital, Chicago, 
etc. W. F. P. PHILLIPS, M.D., Department of Gen- 
eral Practice, St. Francis Hospital, Evanston, II]. 
Henry Regnery Company. Chicago. 1956. vii-88 
pages. Illustrated. Cloth. Price $2.50. 


J.A.M.A. Queries and Minor Notes. Published for the 
American Medical Association by The C. V. Mosby 
Company, Saint Louis, 1956. xviii-334 pages. Cioth. 
Price $5.50. 


Internal Secretions of the Pancreas. Volume IX of 
Ciba Foundation Colloquia on Endocrinology. Edi- 
tors for the Ciba Foundation, G. E. W. Wolsten- 
holme, O.B.D., M.A., M.B., B.Ch., and Cecilia M. 
O'Connor, B.Sc. Little, Brown and Company. Bos- 
ton. 1956. xii-292 pages. With 100 illustrations. 
Cloth. Price $7.00. 


Ageing in Transient Tissues. Volume 2 of Ciba Foun- 
dation Colloquia on Ageing. Editors for the Ciba 
Foundation, G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., and Elaine C. P. Millar, A.H.W.C., 
A.R.L.C. Little, Brown and Company. Boston. 1956. 
xi-263 pages. With 96 illustrations. Cloth. Price 
$6.75. 


Organized Home Medical Care in New York City. A 
Study of Nineteen Programs by the Hospital Coun- 
cil of Greater New York. Published for The Com- 
monwealth Fund by Harvard University Press, 
Cambridge, Mass. 1956. xvi-538 pages. Cloth. Price 
$8.00, 


Chronic Illness in The United States. Volume II. 
Care of the Long-Term Patient. Commission on 
Chronic Illness. Published for The Commonwealth 
Fund by Harvard University Press, Cambridge, 
Mass. 1956. xv-606 pages. Cloth. Price $8.00. 


Dictionary of Poisons. By [BERT MELLAN and 
ELEANOR MELLAN. Philosophical Library, New 
York. 1956. 150 pages. Cloth. Price $4.75. 


Histamine. Ciba Foundation Symposium Jointly with 
The Physiological Society and the British Pharma- 
cological Society. In Honour of Sir Henry Dale, 
O.M., G.B.E., M.D., F.R.C.P., F.R.S. Editor for the 
Ciba Foundation, G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., B.Ch., and Cecilia M. O'Connor, B.Sc. 
Little, Brown and Company, Boston. 1950. xvi-472 
pages. Cloth. With 133 Illustrations. Price $9.00. 
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This is a verbatim recording of a four day session 
on histamine, a symposium sponsored by the CIBA 
Foundation. Participants in the conference are the 
principle workers in the field in Britain, plus invited 
representatives from the United States and the Con- 
tinent. The subject is considered from the investi- 
gator’s point of view and therefore the book will be 
of most value to those interested in histamine research 
or the hypersensitives. 

The distribution of histamine in the body and its 
relationship to mast cells are described. Mechanics 
for promoting release of histamine from combination 
in the tissues to a free state, in which it can exert 
its customary affects on capillary walls and smooth 
muscle are considered. There is considerable dis- 
cussion of certain simple chemical compounds capable 
of releasing histamine, all of these being classified 
as organic amines. Certain side reactions of various 
commonly used drugs, such as_ stilbanidine and 
apresoline, are due to such action. Nasal stuffiness 
and vasodepressor reactions are common expressions 
of this. Similarities and differences in the mechanics 
of histamine release by simple chemical compounds 
and by the anaphylatic reaction are noted. A good 
deal of attention is given to the controversial subject 
of whether or not the proteolytic activity brought 
about by antigen-antibody reactions contributes to 
the histamine release. 

The metabolic fate of histamine, and of histidine, 
its precursor, are thoroughly discussed. The normal 
physiological role of histamine in the tissues remains 
uncertain, though its influence in HC] secretion by 
the stomach, and in controlling membrane permea- 
bility by modifying surface tension phenomena is 
discussed. 

The relationship of the antihistamines to histamine 
is considered only briefly and sporadically. These 
drugs appear to influence the function of histamine 
only in the free state, after the histamine has been 
released from its cell bound position. Further, note 
is made that antihistamines may in some instances 
act as histamine releasing agents, which fact may 
partially explain the difficulties one has in treating 
asthma with these drugs. 

Joun VAuGHAN, M.D. 
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Editorial... 


A Man You Should Know—Your New President 


ID YOU know that your incoming president, Dr. James Davis Hagood of Clover, 

Virginia, is one of the famous physicians in the history of our State? At the present 
time he is one of the top advisors to the Governor of Virginia, chairman of the Senate 
Finance Committee in the State Legislature, a member of the Board of Visitors of 
the Medical College of Virginia, as well as being the only physician in this State 
who has ever been awarded the honorary degree of “‘Master of Science in General 
Practice” (MCV-1950). Much of the legislation which benefits our patients and our 
profession has emanated from the State Legislature through the hands and head of 
Jim Hagood. He was one of the founders and early president of the Virginia Academy 
of General Practice. He has the sole distinction in this State of being the only 


James Davis HAGoop, M.D. 
President, The Medical Society of Virginia 


physician ever twice elected as the “General Practitioner of the Year”. In 1950 he 


was among the top contenders for this honor on the national level. 


But his past is just as interesting as his present. He was born in Mecklenburg 
County, Virginia, on November 4, 1889. He is the son of a county merchant and 
farmer, and attended school in Mecklenburg and at Warrenton Academy, Warrenton, 


North Carolina, gaduating in 1908. 


He entered the University College of Medicine in Richmond in the Fall of 1908, 
but was forced to leave college for one year because of poor health. Able to continue 
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his studies again, he returned to college in 1911 and was graduated in medicine in 
1913. He was president of his senior class—incidentally the last class at the Univer- 
sity College of Medicine before its consolidation with the Medical College of Virginia 
the following year. 

He served his undergraduate internship at the Old Retreat for the Sick Hospital 
in Richmond and continued his internship after graduation until 1913. Hard pressed 
financially, he decided in October 1913 to “get out and make a living”. 

With herse and buggy and $50.00 worth of drugs purchased on credit, he made his 
way to Scottsburg in Halifax County and started practice. Beginnings in Halifax 
were very meager indeed. Unfortunately for the new doctor, in 1914-15, there was a 
crop failure in the small agricultural village of Scottsburg and bills were often paid 
in produce and horse feed as well as cash. His net earnings in cash fer his first year 
was $114.00. 

He made most of his calls over rough and muddy roads by saddle horse and by 
buggy in those first years. He tells that because of the difficulties of the roads, seven 
doctors then did the work that two are able to do now. Although a Ford automobile 
was acquired in 1914, it was not usable more than four months of the year—horse and 
buggy were a must for the other eight months. 


Although he has never-specialized in obstetrics (or anything else) he has delivered 
over 3,500 babies. During the first World War he served as Health Officer for the 
town of South Boston, as a part time job while he was carrying on his practice in 
Scottsburg. 

In 1918 Dr. Hagood was appointed member of the School Board of Halifax County 
and served until 1932 when he was elected Chairman of the Board of Supervisors and 
= served until 1942. During World War I, while rejected for active service in the 
4 Armed forces, Dr. Hagood served as Chairman of Medical Advisory Board No. 7 
which was composed of Charlotte and Halifax Counties. 

In 1917 in the early days of his practice, Dr. Hagood married Eleanor V. Bustard, 
of Scottsburg. The first Mrs. Hagood died in 1934. He married again in 1938 to Car- 
rington Irby, a widow, with two children. 


He is still very actively engaged in general practice in Halifax County. He was 
joined by Dr. William J. Hagood in 1946 and Dr. Warren Hagood in 1954. These 


two nephews have enabled him to spend more time in his favorite hobbies, politics and 
farming, but nothing will ever take him from his first love—that of a rural family 

physician. 

Epwarp E. Happock, M.D. 
a The R. M. H. 

ee HE FIRST HOSPITAL in what is now continental U.S.A. was built in Virginia 
at Henricopolis in 1612. The oldest American hospital for the exclusive care 
of the insane was built in Virginia in Williamsburg in 1773, and the “rst hospital 
to be devoted to the care of the Negro patient of unsound mind was built in Virginia 
in Petersburg in 1870. These pioneer undertakings were notable accomplishments 
in their day. But prideful Virginians no longer need look backward. New state-wide 
hospital construction—at Staunton, Petersburg, Fredericksburg, Farmville—is fast 
eliminating what has long been a serious handicap in the bed care of sick people in 
this State. The Richmond Memorial Hospital, expected to open its doors for the 


reception of patients about the first of the year, is the latest product of this progressive 
movement. 


Here is a brand-new, five-million-dollar, seven-story, four-hundred bed, sixty-six 
basinette, suburban, open-staffed, general hospital, the result of a happy combination 
of public subscription and Federal subsidy. The capital city of Virginia, with a 
metropolitan population of over 300,000, has long been a victim of hospital bed 
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deficiency and proprietorship in the allotment of available beds. This institution 
should change all that. Moreover it is said to offer features and facilities unmatched 
by any other hospital in the area. It is located in a spacious arboreal setting, easily 
accessible, with adequate parking space scientifically laid out. Completely air con- 
ditioned and supplied with the newest equipment for diagnosis and treatment, it is 
served by many up-to-date subsidiary facilities, typified by its mechanized kitchen 
and intramural laundry. 

Two innovations have been built into the hospital—the parallel double hallways 
on each floor, and the concentration on one floor of all major diagnostic and therapeu- 
tics services—operating, delivery and emergency rooms, x-ray and physical therapy de- 
partments and laboratories, as well as the admitting office. One can count on the 
fingers of one hand the hospitals of the United States that can claim these time- and 
step-saving economy features. 

Here is an institution representing not only the last word in hospital construction 
and equipment, but one dedicated to the high principle of caring for the sick without 
the handicap of special interests such as state control or private ownership. Here is 
a modern community hospital, serving all its people without regard to race or creed, 
open to all its doctors whose standards of education and training entitle them to 
practice within its walls. To date the applications to practice here of more than three 
hundred doctors have been received and approved by the directors of the hospital. 

A new general hospital of this character needs the loyal and enthusiastic support 
of the doctors who serve it. It needs also the zestful cooperation of the hospitals in the 
area. With the bed deficiency that has long existed in Richmond there is little ground 
to fear that this will become a competing institution. With the pressure off them, 
existing hospitals should be able to do a better job. Administration and staff must 
have also the most intimate relations with the hospital of the Medical College of Vir- 
ginia, for there diagnostic and research and therapeutic procedures beyond the scope 
of even this new modern general hospital are available. 

Not the least important, the hospital must have the continuing loyalty and support 
of the citizens of Greater Richmond. After all it is their hospital. It will prove a 
pride and a rewarding adventure just so long as it has this all-out support. Not only 
in its operation must the public share intelligently, but in the long-term plans which 
will have to envision continued expansion. That the possibilities of the beautiful 
grounds and trees are fully realized, that the comforts of religion are offered, that 
books, flowers and entertainment are supplied in abundance, are but a few cf the 
obligations that must rest upon citizens’ committees, especially upon committees of 
women. 

Modern medicine has witnessed a vast change in the pattern of the care of the 
sick, both ambulant and bed ridden. Time was when the family doctor saw the 
majority of patients in their homes. A sleepless night, a headache, a mashed finger 
rated a home visit. No longer so. The telephone, good roads, greater distances, the 
automobile, sickness and hospital insurance (requiring hospitalization to realize the 
benefits), the urban trend in population, the concentration of immobile diagnostic and 
therapeutic equipment in offices and hospitals, the opportunity for quick consultation 
(where doctors are physically close together as in professional buildings and hos- 
pitals), the very attitude of the enlightened patient, all have conspired to raise to 
unprecedented importance the office and hospital care of sick men and women. 

There are more than 7,000 hospitals in this country. No one knows fully the 
future of their growth or the direction it may take. But we do know that new drugs 
even more remarkable than those we now have, new surgical techniques even more 
amazing than some at present available, that the consequent increase of the aging 
population, and the spread of the creeping inroads of Federal participation spell 
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change. Those responsible for the hospital care of our people must remain alert and 
prepared to meet these changes with promptness and wisdom. 

This hospital is a memorial to those who died for God and Country in World War 
II. Of this fact one is reminded on entering its doors leading as they do to an over- 
vaulting, artfully lighted chapel, which bears on its walls, inscribed in stone, the 
names of Richmond’s heroic dead. It is not too much to hope that in some way those 
who loved and lost, and hundreds of others who admit their debt of gratitude to the 
dead, will transmute sorrow and gratitude into practical service. Otherwise this 
hospital like many others will be hard pressed to find the hands and feet to do its work. 
Through such a continuing memorial of service, future as well as present generations 
can perpetuate their belief in America’s way of life. 


Society Proceedings .... 


Richmond Academy of Medicine. 

The first fall meeting of the Academy was held 
on September 25th. The program was on “Lifetime 
and Estate Planning’ and papers were presented 
by Mr. William J. McDowell of the Virginia Trust 
Company and Mr. William L. Zimmer, III, of Mc- 
Guire, Eggleston, Bocock and Woods. 

Dr. W. Linwood Ball is president of the Academy. 


Williamsburg-James City. 

This Society met on October 10th at the Williams- 
burg Lodge. Dr. T. W. Caldroney, Newport News, 
spoke on “Clinical Management of the Allergic 
Child”. 

The Alexandria Medical Society 

Opened the 1956-57 season on September 14th. 
The meeting opened with a Kinescopic Cocktail— 
a motion picture on alcoholics. The remainder of the 


Nens .. 


W.B.B. 


meeting was devoted to matters of business. The 
meeting was quite meaty, especially the miniature 
sausages served so graciously by the Woman’s Aux- 
iliary. 

GeorceE Speck, M.D., Publicity Chairman 


Suffolk Cancer Society. 

The annual meeting of the Suffolk Chapter of the 
American Cancer Society was held on September 
24th at the Louise Obici Hospital. The meeting 
was open to the public and a good sized audience 
attended. The theme of a panel discussion was 
“Hope for the Cancer Patient”, Dr. M. A. Michael, 
president, presided. Dr. George Carroll, Suffolk, 
was moderator and the participants were Drs. Philip 
Coleman, Richmond; Louis Leone, Richmond, and 
Lawrence Stetson, Suffolk. 


Dr. J. E. Rawls was elected president. 


November 12-15. 


2 


ber 27-30. 


Calendar of Coming Events 


AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS—Sth Annual Clinical 
Meeting—The Palmer House, Chicago, Illinois—November 7-9. 


CONFERENCE ON PROBLEMS OF THE AGING AND THE CHRONICALLY ILL—Sponsored 
Jointly by The Medical Society of Virginia and the Virginia Council on Health 
and Medical Care—Hotel John Marshall, Richmond, Virginia—November 8. 


SOUTHERN MEDICAL ASSOCIATION GOLDEN ANNIVERSARY MEETING—Washington, D.C., 


AMERICAN PupLic HEALTH AssocIATION—84th Annual Meeting—Convention Hall, 
Atlantic City, New Jersey—-November 12-16. 


AMERICAN MepicaL Meeting—Seattle, Washington—Novem- 


mn 
+ 


VirciniA MepicaL MONTHLY 


: 
J 
j 


New Members. 


Since the list published in the October issue of the 
Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 

Robert Whitehead Alfriend, M.D., Norfolk 

Edward Ado!phus Barham, Jr., M.D., Portsmouth 

Lee Andrell Barnes, M.D., Franklin 

Frank Nash Bilisoly, M.D., Norfolk 

Stanley Carlton Boyce, M.D., Appomattox 

Charles Whitney Caulkins, M.D., Waynesboro 

Sidney William Coren, M.D., Norfolk 

John Wesley Cumbia, M.D., Charlottesville 

Powell Garland Dillard, Jr., M.D., Lynchburg 

John Garlick Easterling M.D., Hopewell 

Harry Clifford Foster, Jr., M.D., Martinsville 

Thomas Eugene Haggerty, M.D., Falls Church 

William Paul Irvin, M.D., Norfolk 

David Benson Kruger, M.D., Norfolk 

Frederic Maccabe, Jr., M.D., Charlottesville 

James Terrell May Jr., M.D., Norfolk 

Michael Judson Moore, M.D., Roanoke 

Elma Adolphus Morgan, Jr., M.D., Portsmouth 

Thomas Edward Padgett, M.D., Portsmouth 

Harvey Pretlow Rawls, M.D., Norfolk 

George Harry Morris Rector, M.D., Norfolk 

Charles Henry Sackett, M.D., Lynchburg 

Constantin Saliba, M.D., Williamsburg 

Julius John Snyder, M.D., Norfolk 

Clarence Breck Trower, Jr., M.D., Norfolk 

Charles Finch Whicker, M.D., Norfolk 
John Thornton Wood, M.D., Burkeville 


Dr. McLemore Birdsong, 

University of Virginia, was guest lecturer at the 
21st Annual Meeting of the Piedmont Post-Graduate 
Clinical Assembly held in Clemson, S. C., to Sep- 
tember. He spoke on Recent Advances in Immuniza- 
tion and Emergency Conditions of the Newborn 
Infant. 


Dr. J. M. Habel, 

Suffolk, was guest speaker at the annual achieve- 
ment day of the Nansemond Home Demonstration 
Clubs in September. He is vice president of the 
American Camelia Society and a past president of the 
Virginia Camelia Society. He spoke to the Club 
on Care and Culture of Camelias. 


State Health Department Personnel. 

Dr. Willard R. Ferguson, formerly of Dallas, 
Texas, is serving as assistant director of the Halifax- 
Pittsylvania-Danville area. 

Dr. James B. Kenley is serving as director of the 
Fluvanna-Goochland-Louisa area. He recently com- 
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pleted service in the U. S. Navy. 

Dr. Wesley W. Wieland, formerly of Pittsburgh, 
is director of the 
area. 


Augusta-Staunton-Waynesboro 
These appointments were effective November 1st. 


McGuire Lecture Series. 

The Annual Stuart McGuire Lecture Series will 
be held at the Medical College of Virginia, December 
12-14. The lecturer will be Dr. Andre F. Cournand, 
Professor of Medicine, Columbia University, College 
of Physicians and Surgeons, and Director of the 
Cardio-Pulmonary Laboratory of Bellevue Hespital, 
New York. 

On December 12th, Dr. Cournand will lecture on 
Validity and Value of Methods for the Study of 
the Dynamics of the Circulation in Relation to 
Cardiac Surgery. On the 13th, his subject will be 
Control of the Pulmonary Circulation in Man. Both 
lectures will begin at 8:30 P. M. 

On the 13th, there will be a Symposium on Cardi- 
ology and Cardiac Surgery, beginning at 10:00 A.M. 
Subjects to be discussed are Cardiac Embryology by 
Dr. Erling S. Hegre, Professor of Anatomy, Medi- 
cal College of Virginia; The Meaning of Pulmonary 
Hypertension in the Patient Being Considered for 
Cardiac Surgery by Dr. Rejane M. Harvey, Assistant 
Professor of Clinical Medicine, Columbia Univer- 
sity; Indications for Surgery in Congenital Heart 
Disease and Indications for Surgery in Acquired 
Heart Disease by Dr. Reno R. Porter, Associate 
Professor of Medicine, Medical College of Virginia; 
The Surgery of Aortic Valvular Disease by Dr. 
Charles A. Hufnagel, Associate Professor of Surgery, 
Georgetown University School of Medicine; The Sur- 
gery of Interatrial Septal Defects of Dr. Lewis H. 
Bosher, Jr., Associate Professor of Surgery, Medical 
College of Virginia; The Surgery of Pulmonary 
Stenosis by Dr. William H. Muller, Jr., Professor 
and Chairman of the Department of Surgery, Uni- 
versity of Virginia; and Vascular Reconstruction by 
Dr. Hufnagel. 

On the 14th, the symposium will continue as fol- 
lows: Pathological Physiology of Pulmonary Edema 
by Dr. John L. Patterson, Jr., Associate Professor 
of Medicine, Medical College of Virginia; The 
Treatment of Pulmonary Edema by Dr. Nathan 
Bloom, Professor of Clinical Medicine, Medical Col- 
lege of Virginia; Anticoagulant Therapy in Heart 
Disease by Dr. Paul D. Camp, Assistant Professor 
of Clinical Medicine, Medical College of Virginia; 
The Natural History of Cor Pulmonale in the Em- 
physematous Patient by Dr. Rejane M. Harvey; The 
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Management of Rheumatic Fever by Dr. Carolyn 
M. McCue, Assistant Professor of Pediatrics, Medi- 
cal College of Virginia; Cardiac Resuscitation by 
Dr. Lewis H. Bosher, Jr.; and The Treatment of 
Hypertension by Dr. Edward S. Orgain, Professor 
of Medicine, Duke University School of Medicine. 

All lectures will be held in the Baruch Auditorium 
of the Egyptian Building. There is no charge for 
the McGuire Lectures but there will be a charge of 
$5.00 per day for the Symposium except to mem- 
bers of the faculty of the College, the Medical De- 
partment of the University of Virginia, physicians 
of McGuire Veterans Hospital, medical students 
and members of the house staff of any hospital. 


Surrender of Heroin. 

The Bureau of Narcotics, Treasury Department, 
advises that all registrants who surrender Heroin 
before November 19th, may be reimbursed at the 
rate of $100.00 per ounce in the event of lack of 
proof of actual cost of the drug. Heroin found to 
be in the possession of registrants after that date is 
subject to seizure without reimbursement. Heroin 
and Heroin compounds must be surrendered to the 
Treasury Department, Bureau of Narcotics, Balti- 
more 2, Maryland, accompanied by four Forms 142, 
with each form being signed. Shipments must be 
made by express prepaid. Forms may be secured 
from the Baltimore office or the Director of Internal 
Revenue, Richmond. 


Prescriptions for Narcotics. 

The Treasury Department, Bureau of Narcotics, 
has advised that in some of the hospitals in the State 
of Virginia interns are writing prescriptions for 
narcotics to be administered to patients confined in 
the institutions. In order that an intern may be 
permitted to write narcotic prescriptions, he must 
be licensed under the Virginia State law to practice 
the medical profession and he must also have in his 
possession a narcotic special stamp which has been 
issued by the Director of Internal Revenue, Rich- 
mond, Virginia. 


Medical Lectures at University. 

The Fall Series of Evening Medical Lectures began 
at the University of Virginia on October 1st. Three 
lectures were held that month and the following will 
be given beginning in November: 

November 5—The Collateral Circulation of the 
Brain and the Factors Influencing It—Dr. Derek 
Denny-Brown, Department of Neurology, Harvard 
Medical School, Boston. 


November 19—Studies on Serotonin—Dr. Sidney 


Udenfriend, Chief, Section of Cellular Pharmacol- 
ogy, National Heart Institute, Bethesda, Md. 

November 26th—AOA Lecture—to be announced. 

December 3rd—Dr. David Hume, Chairman, De- 
partment of Surgery, Medical College of Virginia 
subject to be announced. 

December 17th—The John F. Anderson Lecture- 
ship—Medical Research, 1956: Some Problems at 
Midcentury—Dr. James A. Shannon, National In- 
stitutes of Health, Bethesda, Md. 

All lectures will be held in the auditorium of the 
medical school at 8:00 P.M. 


Dr. H. G. Hudnall, 

Recently of Covington, has been appointed to the 
medical staff of the Veterans Administration Hos- 
pital in Covington. He has recently served as chief 
of staff of the Alleghany Memorial Hospital in 
Covington. 


Dr. Count D. Gibson, 

Richmond, has been appointed acting head of the 
department of medicine at the Medical College of 
Virginia and promoted from assistant professor of 
medicine to associate professor. He replaces Dr. 
Harry Walker who suffered a heart attack shortly 
after his appointment to the post in July. 


Southern Medical Association Golden Anni- 
versary. 

The four-day Golden Anniversary Meeting of the 
Southern Medical Association will start on November 
12th in Washington, D. C. 
will be presented during the scientific assembly, 
There will 
also be official tours of Washington and vicinity, 
including the City’s unexcelled medical facilities; a 
performance by Washington Doctors’ Sympheny Or- 
chestra; a Golf Tournament; and scores of special 


More than 300 papers 


which includes 20 specialty sections. 


breakfasts, luncheons, dinners, alumni and fraternity 
reunions, and Woman’s Auxiliary functions. 

Monday, the 12th, has been designated as “D. C. 
Day” and the sessions will be opened by Dr. Ralph 
M. Caulk, President of the Medical Society of the 
District of Columbia. 


Dean of Medicine. 

Dr. William F. Maloney of Minneapolis has been 
named Dean of Medicine of the Medical College of 
Virginia. He will take office early next year Dr. 
Maloney is now assistant dean of the College of 
Medical Sciences of the University of Minnesota. He 
is also assistant professor of internal medicine. 
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Dr. William H. Kelly, 

Richmond, has resigned as President of the Me- 
morial Guidance Clinic. Effective December 1st, 
he will become assistant director of the Michigan 
Department of Mental Health. 


The Gill Memorial Eye, Ear and Throat Hos- 
pital, 

Roanoke, will hold its 30th Annual Spring Con- 
gress in Ophthalmology and Otolaryngology and 
allied specialties, April 1-6, 1957. 

Among the guest speakers are: Drs. David B. 
Allman, Atlantic City; Seymour Alpert, Washington ; 
Edward A. Carr, Jr., Ann Arbor; James H. Doggart, 
London, England; Harold F. Falls, Ann Arbor; 
Frederick A. Figi, Rochester, Minn.; Samuel Fomon, 
New York; Dan M. Gordon. New York; Maynard 
K. Hine, Indianapolis; Howard P. House, Los An- 
geles; Jay G. Linn, Jr., Pittsburgh; Frank W. New- 
ell, Chicago; Hugh L. Ormsby, Toronto, Canada; 
Albert D. Ruedemann, Detroit; Harry L. Rogers, 
Philadelphia; Frank B. Walsh, 
Barnes Woodhall, Durham. 


Baltimore; and 


Dr. Van Riper Leaves Polio Foundation. 

Dr. Hart E. Van Riper, medical director of the 
National Foundation for Infantile Paralysis since 
1946, has assumed the position of Medical Director 
of Geigy Pharmaceuticals, effective November 1st. 
A.M.A. Clinical Session. 

The 10th Clinical Session of the American Medi- 
cal Association is scheduled for November 27-30 in 
Seattle, Washington. 


This session, as usual, will be 


Obituaries .... 


Dr. Booker. 


Lyle S. Booker, M. D. of Waynesboro, was called to 
his eternal rest on August 10, 1956, after a short terminal 
illness. He was born on September 23, 1883, in Augusta 
County, in what is now known as Bookerdale, a residen- 
tial section of Waynesboro. 

After receiving his primary education in the schools 
of Augusta County, he attended Fishburne Military 
School. He graduated from the former University Col- 
lege of Medicine in Richmond in 1908. After an intern- 
ship at the Hospital of the University College of Medi- 
cine under Dr. Stuart McGuire, he joined the staff of 
Watts Hospital in Durham, North Carolina. Dr. Booker 
was later Chief of the Surgical Staff at Watts Hospital 
and a member of the Staff of Lincoln Hospital in Dur- 
ham. He was interested in the development of Duke 
Medical School in Durham and performed the first opera- 
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tailored for the general practitioner. It is intended 
to provide the family doctor with information about 
the latest special techniques, treatments, medicines, 
and equipment. 

200 scientific and technical exhibits 
will be displayed in Seattle’s Civic Auditorium. The 
scientific program will include 20 panel discussions 


More than 


on subjects such as hypertension, hemolytic anemia, 
prenatal care, epilepsy and vascular disorders. Forty- 
five papers will be delivered by well-known medical 
educators and practicing physicians from all parts 
of the country on such subjects as fluid balance, 
fractures, diabetes and heart disease. Closed circuit 
television clinics, featuring Seattle area physicians, 


will be presented to those attending the meeting. 


Radioactive Cobalt Machine at University. 

A powerful radioactive cobalt machine has given 
“atomic medicine’ a new reality at the University 
of Virginia Medical Center. The unit has been in 
operation since the first of July, with twenty patients 
from widely separated areas in the State already hav- 
ing received treatment. With a beam equivalent to 
that of a two-million-volt x-ray machine, the Cobalt- 
60 machine offers patients with certain deep-seated 
tumors the maximum opportunity for successful treat- 
ment. 

This is the first such machine to be installed in 
Virginia. In the past patients requiring this type of 
radiation have had to be referred to other medical 
centers outside the State. Purchase of the unit was 
made possible through private donations from a 
number of persons. 


tion there. 


In 1921 he was elected a Fellow in the Ameri- 
can College of Surgeons. He was President of the Dur- 
ham County Medical Society in 1928. 

During his very successful years of practicing surgery 
in Durham, he developed and organized the Durham Bulls 
Baseball Club of which he was President and owner from 
1926 to 1932. During 1917 and 1918, he served on the 
Selective Service Board in Durham, North Carolina. 

During his residence in Durham, Dr. Booker was 
President of the Durham Lions Club, Trustee of the Pres- 
byterian Church in Durham, President of Durham Fair 
Association and Shrine Club. 

In 1936, Dr. Booker returned to his homeland and par- 
ticipated in the development of a new and larger hospital 
in Waynesboro. He was quite active in this project, and 
after its completion practiced the art of surgery until he 
retired in 1950. 
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After returning to Waynesboro, Dr. Booker again be- 
came active in promoting his chief hobby, baseball. 
Along with other interested citizens, he was responsible 
for organizing a good ball club in this community. 

Dr. Booker was not only active in civic and fraternal 
affairs but also participated quite actively in the affairs 
He was Past President of the Staff of 
the Waynesboro Community Hospital and member of the 
American Medical Association, The Medical Society of 
Virginia, Southern Medical Association, Tri-State Medi- 
cal Society, and Augusta County Medical Society. 


of his profession. 


Dr. Booker was a former Kiwanian, a member of the 
First Presbyterian Church, a 32nd Degree Mason, served 
on the Board of Tax Assessors of Waynesboro and also 
on the Selective Service Board during World War II 
and the Korean War and continued to serve until recent 
months. 

Dr. Booker will long be remembered by his many pa- 
tients and other friends as an untiring servant of man- 
kind. The people and the Medical Profession of Waynes- 
boro will ever be grateful for his activities in the de- 
velopment of new and better hospital facilities. 

In memory of a long and faithful servant, 

Be Ir ResoLvep that these remarks be spread upon the 
Minutes of the Staff of the Waynesboro Community Hos- 
pital and the Minutes of the Augusta County Medical 
Society and recorded in the permanent record of the de- 
ceased physicians who have served on the Staff of the 
Waynesboro Community Hospital. 

Be It FuRTHER RESOLVED that copies be sent to The 
Medical Society of Virginia for inclusion in the Virginia 
Medical Monthly and to members of the family. 

C. L. Savace, M.D. 
Biiss K. Weem, M.D. 
Dr. DuBose. 

The death of Dr. Roger Harold DuBose on April 2, 
1956, marked the passing of one of our most prominent 
physicians, a pioneer in pediatrics in this area. He was 
born in Darlington, South Carolina, October 31, 1891. 

Dr. DuBose established practice in Roanoke in May 
1922 and became a member of the Second Presbyterian 
Church. 

After completing his medical education at the Medical 
College of Virginia he entered the Navy leaving with the 
rank of Lieutenant. He practiced in Norfolk for a short 
time before going to be with Dr. Charles Gilmore Kerley 
in New York for his practical training in pediatrics. He 


lived a life in his community as a physician true to his 
calling, one who was willing and particularly capable of 
meeting every requirement of the child. ° 

He had an unusual capacity for work and one marvelled 
at his ability to make countless house calls day and night, 
yet most of all he enjoyed life. Feeding the under- 
nourished child and growing flowers and vegetables in 
his own garden, most of which he gave to his friends, 
were among his greatest pleasures. Sharing and playing 
his practical jokes on both family and clientele, his record 
stands as an exemplary one of devotion to the ideals of 
furnishing the best possible medical service to his patients 
regardless of their economic level in the community. He 
regarded the affection and respect of his patients as his 
most valuable possession. 

Be Ir Reso_vep that The Roanoke Academy of Medicine 
record in its minutes our sorrow in the passing of Dr. 
DuBose. That a copy of these resolutions be entered in 
the minutes of the Society, a copy be forwarded to the 
family and a copy be sent to The Medical Society of 
Virginia. 

RUTH BARNHART, M.D. 
HucuH H. Trout, Jr., M.D. 
A. M. GrosecLoseE, M.D., Chairman 


Dr. Dunkley. 


Dr. James H. Dunkley, one of the eldest physicians in 
the City of Roanoke, died February 6, 1956, after a long 
illness. He was eighty-six years of age and a graduate 
of the College of Physicians and Surgeons in Baltimore 
in 1892. 

He practiced in Saltville, Virginia, until he moved to 
Reanoke in 1912. He was Medical Director of the 
Shenandoah Life Insurance Company from the date of 
its organization for twenty-five years, retiring fifteen 
years ago. 

He was a life member of The Medical Society of Vir- 
ginia having joined in 1901. 

THEREFORE, Be IT REsoLveD that the Roanoke Academy 
of Medicine record in its minutes our sorrow in Dr. 
Dunkley’s passing, that a copy of these resolutions be 
entered in the minutes of the Society, a copy be forwarded 
to the family, and a copy be sent to The Medical Society 
of Virginia. 

CHARLES H. PETERSON 
IRA H. Hurt 
FRANK A. FARMER, Chairman 
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NEW AND IMPORTANT 


(BRAND OF AMINOISOMETRADINE) 


Simple 


b.i.d. Dosage 


for Positive 


Diuresis 


THE GLOMERULAR FILTERING SYSTEM 
Configuration of the renal glomerulus 
as revealed by the electron microscope. 


(illustration by Hans Elias) 


THIS newest product of Searle Re- 
search is the only continuously effec- 
tive oral diuretic that avoids all these 
disadvantages : 
. Significant side effects 
.. Complicated dosage schedules 
. Electrolyte disturbance 
. Acid-base imbalance 
. . Fastness 
. . Known contraindications 


ROLICTON has been found effective 
as an agent to eliminate, or greatly 
reduce the frequency of, mercurial in- 
jections. 

DOSAGE Is SIMPLE. One tablet b.i.d. is 
usually adequate, following adminis- 
tration of four tablets the first day. 
G. D. Searle & Co., Chicago 80, 
Illinois. Research in the Service of 
Medicine. 


*Trademark of G. D. Searle & Co. 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 


and mental disorders and problems of 
addiction. 


Staf PAUL V. ANDERSON, M.D., President 


REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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Professional Nursing Care 


TERRACE HILL 


Nursing Home, Inc. 


“Understanding Care” 


2112 MONTEIRO AVE., RICHMOND, VA. 


Convalescents 
Chronic Cases 


Elderly People 


Part View of Park Grounds 


TERRACE HILL was specifically 
built for a Nursing Home. Superb 24 
hours daily care. Under supervision 
of a Registered Nurse and Resident 
Externe. Quiet atmosphere. Trained 
Dietitian. Accommodates 50 guests 
Private and semi-private rooms with 
lavatories Rates $45.00 to $75.00 
weekly for room, board and general 
nursing care. Your inspection invited. 


Comfortable Lounges 


Each Guest Under Care of Own Doctor. 


Professional care supervised by trained nurse. Doctors orders 
carefully followed. No parking problem. Regularly inspected 
by City Health Department. For additional information 


Write or Call Superintendent 


TERRACE HILL NURSING HOME, Dial 3-3993 


MeGUIRE CLINIC 
ST. LUKE'S HOSPITAL 


RICHMOND, VIRGINIA 


General Medicine 


General Surgery Obstet ries 
; HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 

MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. W. H. COX, MD. 

JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, JR. M.D. JAMES M. WHITFIELD, M.D. 

WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 

JOHN B. CATLETT, M.D. 

ROBERT W. BEDINGER, M.D. Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. GEORGE AUSTID CHONS, M.D. 


Orthopedic Surgery 


JAMES T. TUCKER, M.D. Urology Roentgenology 

BEVERLEY B. CLARY. M.D. AUSTIN I. DODSON, M.D. JESSE N. CLORE, JR., M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. STUART J. EISENBERG, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, . 


Ophthalmology, 


Otolaryngology Pediatrics Pathology 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. J. H. SCHERER, M.D. 
Treasurer: RICHARD J. JONES, BS., C.P.A. 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged,” 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty. Med- 
ical Supervision. Inspection 
Invited. Write, or telephone 
Essex 3-3434. 


Rates: 
$35.00 to $75.00 per week 


RICHMOND EYE HOSPITAL 


RICHMOND EAR, NOSE AND THROAT HOSPITAL 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 


(COMBINED) 


RICHMOND, VIRGINIA 


the Nose. 


of charity patients. 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 


Surgery, Bronchoscopy and Plastic Surgery of 


Professional care offered a limited number 


408 North 12th Street 
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Third Decade of Nursing 


MODERN IN EQUIPMENT aS OLD IN TRADITION 


MRS. PLYLER’S NURSING HOME 


KATE E. PLYLER (1876-1947) Le : MARY INGRAM CLARK 


v 


CONVALESCENT — CHRONIC — AGED 


® Equipped for oxygen and transfusions ® Centrally located ® Rates from $42.00 to $70.00 per week 
® 30 special & general nurses ® 50-bed capacity for room, board and general nursing 
® 24-hour nursing care ® Dietician care. 


For further information write or call MRS. GENE CLARK REGIRER, Supt. 


1613-15-17 Grove Avenue—Richmond, Virginia—Telephone 84-3221 


Appalachian Hall : Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wms. Ray GnrirFin, Jr., M.D. Mark A. GrirFFIN, Sr., M.D. 

Ropert A. GriFFIN, JR., M.D. MarK A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHevitte, N. C. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
uion. This is why more and mere doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’ compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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Medical College of 
Virginia 
HOSPITAL DIVISION 

RICHMOND, VIRGINIA 


A health center using the latest methods 
of diagnosis and treatment of disease. 


MEDICAL COLLEGE OF 
VIRGINIA HOSPITAL 


OUT-PATIENT DEPARTMENT 
SAINT PHILIP HOSPITAL 
DOOLEY HOSPITAL 


The patient’s welfare is our primary 
interest. 


C. P. CARDWELL, JR., Director 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Medicine: 
MANFRED CALL, III, M.D. 

M. Morris PINCKNEY, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D. M.D. 

WyYNDHAM B. BLANTON, Jr., M.D. 
FRANK M. BLAntTon, M.D. 

JoHN W. PowELL, M.D. 


Obstetrics and Gynecology: 
Wma. Durwoop Susacs, M.D. 
Sporswoop Rosrns, M.D. 
EpwIn PARKINSON, M.D. 
Davip C. Forrest, M.D. 


Orthopedics: 
BEVERLEY B. CLary. M.D. 
JAMES B. DALTON, JR., M.D. 


Pediatrics: 
CHARLES P. M.D. 
Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Anesthesiology 
WILLIAM B. Moncure, M.D. 
HETH OWEN, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 


A. STEPHENS GRAHAM, M.D. 
CHARLES R. Rostns, JRr., M.D. 
CARRINGTON WILLIAMS, M.D. 
RrcoHarD A. MIcHAvx, M.D. 
CARRINGTON WILLIAMS, JrR., M.D. 


Urological Surgery: 


FRANK PoLe, M.D. 


Oral Surgery: 


Guy R. Harrison, D.D.S. 


Plastic Surgery: 


Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 


Frep M. Hopces, M.D. 

L. O. SneapD, M.D. 

Hunter B. FrIscHKoRN, JR., M.D. 
Wru1aM C. Barr, M.D. 


Pathology: 


JaMEs B. Roserts, M.D. 


Physiotherapy: 


Miss ETHELEEN DALTON 


Director: 


CHARLES C. HovucH 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 
ESTABLISHED 1912 
For the care of surgical, gynecological, urological and medical cases. 


WILLIAM Scott, Administrator 


For information concerning School of Nursing, address: 


Nettie N. R.N., Superintendent of Nurses 
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SAINT ALBANS 


RADFORD, VIRGINIA 


NR... 


hee 


STAFF 
James P. Kine, M.D. 
Director 
James K. Morrow, M.D. Ciara K. Dickinson, M.D. James L. Curttrwoop, M.D. 
Tuomas E, Parnter, M.D. DanieL D. Cures, M.D. Medical Consultant 
AFFILIATED CLINICS: Beckley Mental Health Center Harlan Mental Health Center 
Bluefield Mental Health Center Beckley, W. Va. Harlan, Ky. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. C. H. Crudden, M.D. 


THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 


GRADE A PASTEURIZED PRODUCTS 


GRADE A MILK 


HOMOGENIZED MILK 
(Natural Vitamin D added) ORAT, 


GOLDEN GUERNSEY MILK eo 
GOLDEN FLAKE BUTTERMILK 
SKIM MILK—COFFEE CREAM 
WHIPPING CREAM—COTTAGE CHEESE Onte® 
DARI-RICH CHOCOLATE MILK 
GARST BROS. DAIRY BUTTER 
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KARO® SYRUP...meets the need fora 
highly potent source of infant carbohydrate 


The need for carbohydrate, particu- 
larly during the rapid growth period 
of early infancy, is well recognized. 
One highly effective means of assuring 
adequate carbohydrate is by the 
addition of Karo syrup to the milk 
formula. 

Karo—a balanced mixture of dex- 
trins, maltose and dextrose—enables 
the feeding of larger amounts of total 
carbohydrate than is possible with a 
single sugar such as lactose or sucrose. 
Karo is double rich in calories and, 
more importantly, it is easily digested, 
completely utilized and well-tolerated; 
even by prematures and newborns. 


From the standpoint of the phy- 
sician, Karo permits easy adjustment 
of formula and safe transition from 
liquid to solid food. Mothers appreciate 
the ease of making formulas with Karo, 
plus its ready availability and econo- 
my. Light or dark Karo syrup may 
be used interchangeably since each 
yields 120 calories per ounce (2 table- 
spoons). 


1906 + 50th ANNIVERSARY * 1956 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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For the 
Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Allied Arts Bldg. 


Ground Floor 


Exlusively Optical 


a must | 


Physicians’ 
Half-Price Rates 


$ 4.00 
3.25 
1.50 


4 yeors 


3 years 


1 yeor 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 
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Convenient Locations 


Convenience is a Service—and 
SERVICE is a First and 
Merchants specialty. There 
are 8 convenient F & M banks 
in Richmond to serve you— 
where you Live—where 

you Shop — where you Work. 
Come in—Where You Get a 
Welcome Smile From The FIRST 


MEMBER FEDERAL DEPOSIT INSURANCE CORPORATION 


in 
TS 
WERCHAN 
--reputationofbeing 
| | 
 NEOHYDRIN 
logical Basis of Therapeutics, ed. 2, New York, 
| 
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FOR EXCEPTIONAL 


Thompson Year round private 
DEPENDABLE 


home and school for 

Homestead infants, children and 

adults on pleasant 250 

PRESCRIPTION SERVICE School acre farm near Char- 
lottesville. 


and Write for booklet. 


SERVICE TO PHYSICIANS Mrs. J. Bascom THOMPSON, Principal 


FREE UNION VIRGINIA 


PATT E RS 0 W 5 The State Board of Medical 


Examiners of Virginia 


Prescription Specialists | The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, December 4, 


SAFE SERVICE DRUG STORES 


1956. The examinations will be held in the same 

Lynchburg, Va. Martinsville, Va. hotel December 5, 6, and 7, inclusive. All appli- 
cations and other documents pertaining to the 

Danville, Va. Altavista, Va. examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 

Winston-Salem, N. C. office on or before November 19, 1956. The Sec- 


retary of the Board is Dr. K. D. Graves, 631 
First Street, S.W., Roanoke, Virginia. 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Leose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Aequaint us with your requirements. We serve you efficiently and economically. 


Dial 3-1881 


WILLIAMS PRINTING CO. 


11-13-15 North Fourteenth Street RICHMOND, VIRGINIA 
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Journal Report: 


Hypertensive symptoms relieved 


in 96% oft patients 


“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 patients with 
severe essential hypertension, for whom all other methods of management had failed, 
showed that pentolinium is the most effective of available agents in reducing danger- 
ously high blood pressure to the desired levels, and in modifying some of the complica- 


tions of hypertension, as cardiac decompensation, cardiomegaly and retinopathy... . 


“In 96 per cent (24 patients) clinical symptoms were relieved and the blood pressure 


maintained at comfortable levels. .. .’” 


ANSOLYSEN (4 


TARTRATE Pentolinium Tartrate Philadelphia 1, Pa. 


Lowers Blood Pressure 


1. Albert, A., and Albert, M.: Am. Pract. & 


Dig. Treat. 7:986 (June) 1956. aunnet ’ 
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for your complete insurance needs... 


PROFESSIONAL 
PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


L / 


cE 


. sey AIR 


THERE IS A ST. PAUL AGENT IN YOUR 


COMMUNITY AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE 


721 American Bldg. Richmond 4, Virginia St. Paul Fire and Marine Insurance Co. 
Phone 3-0340 


HOME OFFICE 
111 W. Fifth Street St. Paul 2, Minnesota St. Paul Mercury Indemnity Co. 


St. Paul Mercury Insurance Co. 


for a spastic 


C- nenove 


integrated relief (iow, conned, each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 
A visceral spasmolysis 
Summit, N. J. mucosal analgesia 2/2228 
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The ¢ Gear Action Shoe * 
with pivot arch 
synchronizing 
with the 
foct in 
action 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 


@ The patented arch support construction is guaran- 
teed not to break down. 


®@ Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

*% We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
% A Division of Musebeck Shoe Company 


May we suggest 


| 
A Mutual Fund Pian for... 


Capital Appreciation 


Income 


Whatever your goal, you can invest in a Fund whose aims are similar to yours. 


Just fill in coupon below to receive suggestions for an investment program in 
line with your requirements. 


Retirement | 
Educational Funds | 
Reducing Estate Taxes 

Reducing Income Taxes 

Monthly Investment 


Whitney & Company, 
Shoreham Bldg. 

Washington, D. C. 
Executive 3-0923 


Mutual Funds Dept. 


Inc. 


Send data to: 


Dr. 


Address 


City 


Note: Information is for our guidance only and does not assure achievement of objective. 


State _ | 
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ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 
chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 
and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
Brooklyn 6, New York 


. 
i 
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inflammato 


he newést, most effective 
steroid; ERANE® 


(predni<cionay 


ry dermatoses 


MEBARAL 


ANTICHOLINERGIC e SEDATIVE 


in peptic ulcer management 


* relieves pain promptly * promotes kealing 


« reduces tension safely « maintains anacidity for hours 
« tranquilizes without dulling + controls hyperactivity of 


« well tolerated upper gastro-intestinal tract 


Monoprat with Mrsarat—the “psychovis- 
ceral stabilizer’”’— provides for patients with ulcer 
and gastro-intestinal spasm an effective barrier 
against the impact of environmental stimuli. . . 
controls gastric hypersecretion and hypermotility 
for three and one half to five hours.* 


EACH TABLET CONTAINS: DOSAGE: 1 or 2 tablets three or 

Mownoprat bromide..... 5 mg. four times daily. 

32mg. Available on prescription only. 
Bottles of 100 tablets. 


(| Laboratories New York 18, N. Y. 


Monodral (brand of penthienate) and Mebaral (brand of mephobarbital), trade- 
marks reg. U. S. Pat. Off. 


*References and clinical trial supplies available on request. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . .. one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
In 3 Volumes 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.75 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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Does your peptic ulcer patient remember to take his medication 
only when he is in pain? 
Peptic ulcer patients too often forget to take their multiple-dose medications except 


when actually in pain. The result: during medication-free intervals between episodes 
of pain, hyperacidity interferes with ulcer healing. 


‘Prydon’ helps you solve this problem because it is almost impossible for your patient 
to forget his medication when it is a ‘Spansule’ sustained release capsule. He need 
simply remember: one ‘Spansule’ on arising, one ‘Spansule’ on retiring. 


A single ‘Prydon’ Spansule capsule q12h assures your patient uninter- 
rupted 24-hour antisecretory-antispasmodic protection, 


| Prydon* 


| atropine, scopolamine, hyoscyamine 


Spansule* 


sustained release capsules, S.K.F. 


0.4 mg. 0.8 mg. 


made only by 
Smith, Kline & French Laboratories, Philadelphia 


first D4 in sustained release oral medication 
*T.M. Reg. U.S. Pat. Off. Patent Applied For. 
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For Pain-Free §j F 
of everyday @ a 
In “Rheumatism” 


Mi uliiple 


combine: 


THE PROPER FORMULA 
PROPERLY FORMULATED 


PREDNISOLONE (1 my.). 
+ 


ASPIRIN (0.3 Gm.)............ 
+ 


ASCORBIC ACID (50 mg.) 
+ 


ANTACID (0.2 Gm)............ 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 


assures full potency and sta- * Early rheumatoid arthritis Synovitis 

bility of prednisolone. Rheumatoid spondylitis Tenosynovitis 
Osteoarthritis Myositis 
Still’s disease Fibrositis 
Psoriatic arthritis Neuritis 


Bursitis 
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Performance 
activities 


Patients 


for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


for analgesia plus additional anti-rheumatic 
activity. 


for anti-stress support that guards against ad- 
renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then lower by 1 tablet every four 

or five days to maintenance level. 
SUPPLIED: TEMPOGEN and TEM POGEN Forte 

—in bottles of 100 Multiple Compressed Tablets. 

(TEMPOGEN Forte provides 2 mg. of prednisolone.) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 


Worthwhile Prescription 


@ A mild to moderate antihypertensive Nee 
RANSERP!! 


A tranquilizer - sedative 


@ Uniform in potency 


ust 


SSERDINE ALKAL 


@ Usually free from toxic side-effects 


RESERPINE ALKALOID TABLETS 


UNSURPASSED QUALITY 


HEN diagnosis indicates tension, 

nervousness, hyperemotionalism, 
excitability, insomnia or anxiety neuroses, 
physicians are finding TRANSERPIN 


Tablets admirably useful. 


TRANSERPIN—CReserpine 0.25 MG.)— 
lowers the blood pressure presumably 
through central action. It has no influence 
on the postural reflexes, since it is not a 
ganglionic or adrenergic blocking agent. 


TRANSERPIN has a tranquilizing-seda- 
tive effect admirably useful in many condi- 
tions for which barbiturates are commonly 
prescribed. 


TRANSERPIN may be combined with 
more powerful antihypertensives to reduce 
their dosage and minimize their side-effects. 
Used alone TRANSERPIN reduces blood 
pressure gradually, moderately and safely 
in patients with mild hypertension. 


When whole root Rauwolfia is preferred— 
HYSERPIN TABLETS 

in two strengths, supplying 1.0 mg. and 

2.0 mg. of total alkaloids in 50 mg. and 

100 mg. tablets of whole root Rauwolfia 

Serpentina. Triple-Standardized for uni- 

formity. Bottles of 100 and 1000 tablets. 


Specify “Hyserpin” 1.0 mg. or 2.0 mg. 


TRANSERPIN: Bottles of 100 and 1000 compressed tablets (pale green) containing 
0.25 mg. or reserpine in each tablet. Also supplied in 1.0 mg. for 
neuropsychiatric use—bottles of 100 and 1000 compressed tablets. 


WORTHWHILE PRESCRIPTION SPECIALTIES 


INCORPORATED 


PHYSICIANS _ PRODUCTS 


A. 


PETERSBURG, VIRGINIA 


CLINICAL SAMPLES AND LITERATURE ON REQUEST 


VIRGINIA MepicaL MONTHLY 


| 
| 
| 
60 


relaxes 
d well suited for 


prolonged 


@ well tolerated, nonaddictive, essentially nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


Tranquilizer with muscle-relarant action 


DISCOVERED AND INTRODUCED 


BY Wi] WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE 


CM 3706 R 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 
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HERE’S WHY SO MANY DOCTORS 
NOW SMOKE AND RECOMMEND 


VICEROY 


shows the 
Viceroy tip has... 


Twice as Many Filters 


AS THE OTHER TWO LARGEST-SELLING FILTER BRANDS 


For the Smoothest Taste in Smoking! 
ARE 


] HOW MANY FILTERS IN YOUR FILTER TIP? 

a (REMEMBER—THE MORE FILTERS THE SMOOTHER THE TASTE!) 

Brand C 


VICEROY 
Filter Tip 


CIGARETTES 


VICEROY'S EXCLUSIVE FILTER IS MADE FROM PURE CELLULOSE—SOFT, SNOW-WHITE, NATURAL! KING-SIZE 
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Newest Knox Brochure 
Aids Dietary Management of Diabetics 


Although more than 50% of diabetics can be man- 
aged with proper diet, continued success is de- 
pendent upon proper motivation of patients. 
Determination to abide by dietary restrictions is 
also important for the diabetic being managed 
with insulin. 

The new Knox booklet ‘‘New Variety in Meal 
Planning” has been prepared to help the physician 
enlist the patient’s enthusiasm for dietary meas- 
ures and to help maintain this enthusiasm. It 
explains the importance of diet to the diabetic, 
shows him how to use the newest dietary advance 
—Food Exchange Lists'—and then describes how 
to provide tasty variety with 14 pages of tested, 
diabetic recipes. 

“New Variety in Meal Planning” makes no 
attempt to prescribe a system of treatment. It shows 
how the recipes described may be used to good 


advantage in practically any system of diabetic 
management. If you would like a supply for your 
practice, use coupon below. 


1. Developed by the U.S. Public Health Service assisted by committees of The 
American Diabetic Association, Inc. and The American Dietetic Association. 


Knox Gelatine Company 
Professional Service Department SJ-20 
Johnstown, N. Y. 


Please send me........ copies of the new Knox 
diabetic brochure describing the use of Food 
Exchange Lists. 


YOUR NAME AND ADDRESS 
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...from Two 
Outstanding Cases 


RED LABEL BLACK LABEL 
Both 86.8 Proof 


Johnnie Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky... 


the same high quality the world over. 


BORN 1820... 
STILL GOING STRONG 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, Inc., New York, N, Y., Sole Importer 
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THE YEAR BOOKS... 


as traditional in medicine 


as the 


For more than half a century the annual Year Books 
have served the medical profession throughout the 
world. The Year Books help form the systematic, or- 
ganized reading habits that do so much to compensate 
for lack of time. Their brief, concise style; their com- 
prehensive coverage of world-wide journal literature: 
their authority and practical editorial evaluations: 
all add up to the ideal professional reading service— 
the service offering the greatest amount of usable infor- 
mation in the least possible time, at lowest possible cost. 


isk to see any of the New 1956-57 Series of Year Books 


| Medicine, $6.75—Just Ready 
_| General Surgery, $6.75— Nov. 
Drug Therapy, $6.75—Jan. °57 
| Pediatrics, $6.75—Nov. 
Obstetrics & Gynecology, $6.75—Nov. 
Eye, Ear, Nose & Throat, $7.00—Jan. °57 
Radiology, $9.00—Dec. 
rology, $6.75—Feb. °57 
Orthopedics & Traumatic Surgery, $6.75—Feb. °57 
Neurology, Psychiatry & Neurosurgery, $7.00—Feb. ’57 
Dermatology & Syphilology, $7.00—Mar. °57 
|_| Endocrinology, $6.75— May, 
Pathology & Clinical Pathology, $7.00— May, 


11-11-6 


Near Hook Publishers 


THE YEAR BOOK PUBLISHERS, INC. 

200 E. Illinois St., Chicago 11, IIL 

Please send on 10 days’ approval the books checked above. 
Bill when shipped Remittance enclosed 


Name 


Street_ 


City Zone. State 
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For preventing 
and treating 
upper respiratory 


infections 


Achrocidin 


Acurociprn is a well-balanced, comprehensive formula 


directly modifying the complications of the common 
cold or upper respiratory infections. 

In addition to the direct benefit of rapid symptomatic 
improvement, ACHROCIDIN promptly controls the bac- 
terial component frequently responsible for the devel- 
opment in susceptible individuals of sequelae such as 
otitis media, sinusitis, adenitis, and bronchitis. 
ACHROCIDIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 


three or four times daily. 


Tetracycline-Antihistamine-Analgesic Compound 


Available on prescription only 


ACHROMYCIN® Tetracycline . . 125 me. 


Salicylamide .°. . .... . 150mg. 
Chlorothen Citrate. . . . . 25 mg. 


Rottle of 24 tablets, 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederie ) 


*TRADEMARK 
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[Upjohn 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 


allergies... 


Supplied: 


5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, ! 
20 mg. tablets in bottles of 25, 100, 


@REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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fadiazine . 
lfamerazine 
ilfamethazine 


complete literature — write .. 


ne TILDEN Company 
Lebanon, N. Y. 
Oldest Manufacturing 
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| | threat of infection | 
smouid ers u cr 
| upper respiratory symptoms, | 
especially in cases of mixed 
or doubtful etiology. | 
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Bulk makes the 
“Resularity Diet work! 


Rough or gentle, bulk for the ordinary “regularity’’ 
diet comes from the cellulose of foods plus a liberal fluid 
intake. Where roughage is needed, foods may be eaten 
raw or cooked. In the bland diet, fruits can be stewed 
and vegetables puréed. 


These are for bulk— 


Fruits and vegetables are high in cellulose. And fruits like 
oranges and apples, root vegetables like beets and carrots 
also provide pectin which absorbs even more fluid to form 
especially smooth, soothing bulk. 

Whole grains—and the flour or meal made from them— 
not only contain cellulose, but provide Vitamin B complex 
as well. 

And lots of liquid to make the cellulose bulky—about 8 
to 10 glasses a day. Not all of that has to be water—in fact, 
some of it might be beer.* 


Team them up for appetite appeal— 


Boiled beets take on new interest when they’re served in a 
sauce of orange juice combined with a little sugar, cornstarch, 
and butter. 


Apples team nicely with dates. Serve them diced with 
mayonnaise for salad. Or for dessert, stuff cored apples with 
dates and bake in orange juice. 


Currants, raisins, or fresh cranberries make a tasty surprise 
in oatmeal muffins. 

When your patient learns that these bulk-producing 
foods can be made appetizing, he’s likely to make them 
a part of his regular diet and in doing so help prevent 
recurrence of his condition. 


3, 


Fou™ 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


*An 8-0z. glass of beer supplies about /, the minimum daily requirement of Niacin 
as well as smaller amounts of other B Complex vitamins. (Average of American beers) 


If you'd like reprints of 12 special diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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faster relief of pain, 
photophobia 


better control of inflammation, 
edema, allergy 


effective against common eye 
pathogens 


extremely well tolerated 


now ave 


eye conditions amenable to topical therapy-—ra apid, 
po cnt, topi¢al Meti-steroid and anti-infe¢tive action 


supplied: Metimyp Ophthalmic Suspension-Stere? prednisolone acetate 

. (METICCRTELONE Acetate) 5 mg. per ec. (0.5%) stigpended in an isotonic 
buffered and preserved solution of sulfacetamide Sodium 100 mg. per cc. 
(10%), 5 ce, dropper bottle. MeTIMyD Ointment with Neomycin: each gram 
contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg. 
sulfacetamide sodium and 2.5 mg. neomycin sulfate (équivalent to 1.75 mg. 
neomycin base); 4 oz. tube, boxes of 1 and 12. a] 
METIMYD,” brand of predniSolone acetate and sulfacetarnide sodium, 


METICORTELONE,® brand of prednisolone. 
*7.M, 
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(prednisolone acetate and sulfacetamide sodium with neomycin sulfate} 


Ointment with Neomycin 
* antibacterial « antiaillergic - anti-inflammatory 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS Course for GENERAL PRACTITIONERS 


A two months combined surgical course comprising sur- Four weeks intensive full time instruction covering those 
gery, traumatic surgery, abdominal surgery, gastroentero- subjects which are of particular interest to the physician 
logy, proctology, gynecological surgery, urological surgery. in general practice. Fundamentals of the various medical 


Attendance at lectures, witnessing operations, examination 


- - - and surgical specialties designed as a practical review of 
of patients preoperatively and postoperatively, and follow- 


up in the wards postoperatively. Pathology, radiology, established procedures and recent advances in medicine 
physical medicine, anesthesia. Cadaver demonstrations in and surgery. Subjects related to general medicine are 
surgical anatomy, thoracic surgery, proctology, orthopedics. covered and the surgical departments participate in 
Operative surgery and operative gynecology on the giving fundamental instruction in their specialties. 
cadaver; attendance at departmental and general con- Pathology and radiolugy are included. The class is ex- 


ferences. pected to attend departmental and general conferences. 


A and higher PRACTICAL 


general rerntgen dingnestic precesares. motheds of ELECTROCARDIOGRAPHY 


plication and doses of radiation therapy, both x-ray and 


radium, standard and special fluoroscopic procedures. A A two weeks part time elementary course for the 
; review of dermatological lesions and tumors susceptible practitioner based upon an understanding of electro- 
: to roentgen therapy is given, together with methods and physiologic principles. Standard, unipolar and precordial 
i dosage calculation of treatments. Special attention is electrocardiography of the normal heart. Bundle branch 
the block. ventricular hypertrophy, and myocardial infarction 
e employment of contrast media, such as bronchogra : Pa ; j 
with Lipiodol, uterosalpingography, visualization of a considered from clinical as well = gyre 
diac chambers, perirenal insufflation and myelography. viewpoints. Diagnosis of arrhythmias of clinical signifi- 
Discussions covering reentren departmental management cance will be emphasized. Attendance at, and participation 
are also included; attend at departmental and in, sessions of actual reading of routine hospital electro- 
general conferences. cardiograms. 
A For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 


INDEX TO ADVERTISERS 


American Medical Association - 49 Physicians Products Co., Inc. 
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in respiratory allergies 


all the benefits of the ‘“‘predni- steroidsy 
plus positive antacid action 
to minimize gastric distress 


ROUTINELY ACHIEVED WITH Co | elira 


Clinical evidence!.2.3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and predniso- 
lone, antacids should be routinely 
co-administered to minimize gas- 
tric distress. 


References: 1. Boland, E. W., J.A.M.A. 
160:613 (February 25) 1956. 2. Margolis, 
H. M. et al., J.A.M.A. 158:454 (June 11) 
1955. 3. Bollet, A. J. e¢ al., J.A.M.A. 
158:459 (June 11) 1955. 


Multiple 

Compressed 
\ Tablets 


Prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


*CO-DELTRA’ and ‘CO-HYDELTRA'’ are trademarks of MERCK & Co., INC 
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(Prednisone Buffered) 


(Prednisolone Buffered) 


MERCK SHARP & DOHME 
DIVISION OF MERCK: CO. ING, 
PHILADELPHIA 1, PA. 
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De: ear Doctor: 


Did you receive a copy of our recent senaghiled, entitled 
“The Practitioner and Oral Prescriptions for Narcotics”? 
In this pamphlet we explained the recent changes in 
Federal and State Narcotic Laws which permit you to phone 
certain narcotic prescriptions to the pharmacist. Since there are 
limitations — you should have a copy of this pamphlet on 
your desk. 
If you do not have a copy of the pamphlet, and would 
like to have one, just drop us a note to that effect on one of 


your prescription blanks. We'll be glad to mail you a copy. 
Peoples Drug Stores, Inc. 


Professional Service Department 


77 P Street, N. E., Washington, D. C. 


OPEN ALL NIGHT: Our Store at 
Boulevard and Broad 
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to help children eat more, 


grow more! 


INCREMIN combines the amino acid 

lysine with vitamins Bi, Be and By— 
essential nutrients that stimulate appetite, 
and promote more efficient utilization 

of protein. For children who are problem 
eaters, for the underweight, for the generally 
below-normal child—INCREMIN 
will usually produce a remarkable 
and prompt improvement! 


Cherry flavor. Can be mixed with milk, 
milk formula, or other liquid. In 15 
cc. polyethylene dropper bottle. 


Dosage: 0.5 to 1 cc. (10-20 drops) 
daily. Each cc. (20 drops) contains: 


Vitamin 25 Megm. 
Thiamine HCI 10mg. 
Pyridoxine HCI 5 meg. 


Excellent for the elderly! INCREMIN serves 


equally well to stimulate lagging appetites in geriatric patients. 


Lysine-Vitamin Drops 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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‘Thorazine’ relieved this patient’s 


anxiety, tension and fear and made 


tt possible for him to return to work, 


*THORAZINE’ CASE REPORT 


Ee patient: Anxiety, tension, and a fear of going 
out alone made it impossible for this 36-year- 
af: ea |) old man to work. After other treatments had 
| failed he was given ‘Thorazine’. 
= response: ‘On ‘Thorazine’ medication, 100 mg. 
fT orally, daily, his anxiety and apprehension dis- 
a appeared rapidly. The patient was able to go 
so 4. | out alone and to work once again. His mood 
We was actually gay and his co-workers were sur- 
; 4 prised at this change. He was now free from 
care whereas before he had been distressed by 


This case report is from the files of a general practitioner. 


THORAZINE* 


Available in ampuls, tablets and syrup (as the hydrochlo- 


ride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


— ‘Thorazine’ should be administered discrimi- 

nately and, before prescribing, the physician 
should be fully conversant with the available 
literature. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. : : 


j 


